STATEMENT CONCERNING PUBLICATIONS 
OF RUSSELL SAGE FOUNDATION 

Russell Sage Foundation was established in igoy by 
Mrs. Russell Sage the improvement of social and 
living conditions in the United States of America.** While 
the general responsibility for management of the Foundation 
is vested in the Board of Trustees, the responsibility for 
facts, conclusions, and interpretations in its publications 
rests with the authors and not upon the Foundation, its 
Trustees, or its staff. Publication under the imprint of the 
Foundation does not imply agreement by the organization 
with all opinions or interpretations expressed. It does imply 
that care has been taken that the work on which a manu- 
script is based has been thoroughly done. 



CULTURAL DIFFERENCE 
AND MEDICAL CARE 


The Case of the Spanish-Speaking People 
of the Southwest 


By LYLE SAUNDERS 

Aasodlate Processor of Preventive Medicine 
and Public Health (Sociology), University 
of Colorado, School of Medicine 


MLSU- CENTRAL LIBRARY 



RUSSELL SAGE FOUNDATION 
JVew York ~ ~ ^954 



CONTENTS 


Introduction 5 

I. Feucity Street 1 1 

II, La Gente de la Raza 42 

III, The Cultural Chasm 104 

IV, Healing Ways 141 

V. Bridging the Gap 174 

VI, A Widening View 226 

Notes to Chapters 247 

Appendix A. Demographic Characteristics of the 
Spanish-Speaking Population of the Southwest 285 

Appendix B. A Note on Witches and Witchcraft 308 

Index 313 


3 



“//(f deemed it essentiatf it would seem, to know 
the man before attempting to do him good.** 

NATHANIEL IIAWTIIORNE 
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generally shared by persons who have received professional train- 
ing. These differences, to the extent that they represent some- 
thing more than idiosyncratic variadons, are manifestations of a 
conditioning in and by a cultural group that includes among its 
beliefs, practices, and patterns of relationship many that are dif- 
ferent from those of the dominant nadvely English-speaking 
population of the United States. 

With the possible exception of Carey McWilliams’ North from 
Mexico and John Burma’s recenUy published Spanish-Speaking 
Groups m the United Slates, there has been no single book concerned 
with the whole Spanish-speaking population of the Southwest. 
The few good publications on the subject have dealt tvith one or 
another of the subgroups within the total population and, for the 
most part, have been concerned with describing and analyzing 
particular conditions and problems, without giving much con- 
sideration to the factor of cultural difference or its relation to 
those problems and conditions. The most penetrating studies of 
the culture of Spanish-speaking people in the Southwest have 
remained unpublished— mainly in the form of doctoral disserta- 
dons— or have been issued in such limited editions that copies are 
hard to obtain. Moreover, they have been written mainly from 
the point of view of the specialist in one of the social sciences and 
arc not alwaj-s so organized as to be of maximum value to a prac- 
ticing professional person with a limited background in diat field. 

One of the purposes of this book, then, is to call attendon to the 
fact that Spanish-speaking people in the Southwest share a dis- 
dnetive culture which to some extent— var^ang from individual 
to individual and from situation to situation— c-xcrciscs a de- 
termining influence on their behavior. A related purpose has 
been to provide enough informadon about that culture and its 
liistorical antecedents to enable professional people who work 
with members of the Spanish-speaking group to have some in- 
sights into factors that may underlie some of their behavior. Tlie 
discussion is not intended to consdtute a complete account of the 
culture of Spanish-speaking people. Rather, it is hoped that it 
may serve as an intrixlucdon to that culture which will sensitize 
people in the various professions to some of its implications and 



INTRODUCTION 7 

Stimulate them to seek the more comprehensive sources that are 
available. 

A second major purpose has been, as indicated above, to use 
the situation of the Spanish-speaking people and their relation- 
ship to various professional services and personnel to emphasize 
some aspects of the relationships between medicine, using that 
term in its broadest sense, and other parts of culture- The points 
to be made here are few in number and exceedingly simple to 
state. Like many generalizations in the social sciences, they seem 
so simple, so obvious as to be hardly worth mentioning. But their 
implications are neither simple nor obvious, and an adequate 
discussion of them could easily fill several volumes. 

The first point is that the practice of medicine is a social ac- 
tivity. In whatever form it may take and wherever it may occur, 
the practice of medicine always involves interaction between t^vo 
or more socially conditioned human beings. Furthermore, it takes 
place witMn a social system that defines the roles of the partici- 
pants, specifies the kinds of behavior appropriate to each of those 
roles, and provides the sets of values in terms of which the partici- 
pants are motivated. The tvay anyone behaves on cither side of 
the therapeutic relationship is in part a function of his under- 
standing of his social role in that situation and of the kind of be- 
harior that b proper for it. 

The ^cond point to be emphasized b that medicine b a part of 
culture. In its totality, medicine consbts of a vast complex of 
kno\vIedge, beliefs, techniques, roles, norms, values, ideologies, 
attitudes, customs, rituab, and symbob, that interlock to form a 
mutually reinforcing and supporting system. Such a system b 
designated by the term "institution.** Medicine as an institution 
is integrated with other major institutional complexes— govern- 
ment, religion, the family, art, education, the economy — into a 
functioning whole, ^vhich b culture. Each culture has its o^vn 
unique s>'stem of elements constituting the institution of medi- 
cine. Some of the individual elements may be similar to or c\’cn 
identical with those of other cultures; some are certain to be dif- 
ferent. Since in only the least complex societies, and possibly not 
c\'en in those, can an individual encompass all of the culture of 
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the group into which he was born, subcultural groups exist; that 
is to say, there are aggregations of people who have in common 
some, but not all, of the elements of a given culture. In our cul- 
ture, persons who are trained in a particular professional dis- 
cipline, for example medicine, may be thought of as a subcultural 
group. 

When the practice of medicine involves the application of ele- 
ments of the institution of medicine in one culture to the people 
of another, or from one subculture to members of another sub- 
culture tvithin the same cultural group, what is done or at- 
tempted by those in the healing roles may not be fully understood 
or correctly evaluated by those in the patient roles. Conversely, 
the responses of those on the patient side of the interaction may 
not coriform to the expectations of those on the healing side. To 
the extent that this occurs, the relationship may be unsatisfactory 
to everyone concerned. 

When persons of widely dissimilar cultural or subcultural 
orientations are brought together in a therapeutic relationship, 
the probability of a mutually satisfactory outcome may be in- 
creased if those in the healing roles know something of their own 
culture and that of the patient and are aware of the extent to 
which behavior on both sides of the relationship is influenced by 
cultural factors. An even higher probability of satisfaction may 
result if the professional people are willing and able to modify 
elements from their medicine so as to make them fit the expecta- 
tions of the laymen with whom they are working. 

The case of the Spanish-speaking people of the Southwest 
admirably illustrates these points. The interaction of English- 
speaking professional people and Spanish-speaking laymen in 
medical situations is frequently hampered by their being mem- 
bers of different social systems and different cultures. Thus, they 
define their roles somewhat differently, consider different kinds of 
behawor appropriate in the situation, and evaluate its various 
components differently. They share in any given instance of inter- 
action a common interest in some aspect of illness or health, but 
both tend to perceive the situation in terms of the complex of 
elements that makes up the institution of medicine as they have 
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learned it from their cultural and subcultural participation and 
their ideas and feelings about proper role behavior. It is believed 
that the professional function of the English-speaking practitioner 
can be more effectively carried out if he views the situation in 
terms such as these and if he knows something about the specific 
cultural elements that influence the behavior of Spanish-speaking 
laymen and is willing to modify his own beliefs and procedures to 
the extent necessary to assure their cooperation. 

My opportunity to work in a medical setting was largely the 
result of the deep interest of Dr. Ward Barley, now president of 
the University of Colorado, in having social science content and 
methodology introduced into the teaching and research activities 
of the University’s School of Medicine, which at that time he 
directed. Through a scries of discussions, initiated by Dr. Barley, 
with Dr. Esther Lucile Brown of Russell Sage Foundation, ar- 
rangements were made for my appointment to the teaching staff 
of the Department of Preventive Medicine and Public Health in 
the School of Medicine, a position that gave me many opportu- 
nities to observe interactions between Spanish-speaking laymen 
and a variety of professional people in both clinical and public 
health situations. 

The idea for a book about Spanish-speaking people and their 
relationships with health facilities and personnel was suggested 
by Dr. Brown. In addition, she has carefully read several drafts 
of the manuscript, preparing each time detailed commentaries 
and criticisms. Her interest and enthusiasm, her keen critical 
judgment, her advice and assistance have placed me in her debt 
to an extent that no acknowledgment can appreciably diminish. 

Helpful suggestions were also received from a number of friends 
and colleagues who read the first draft of the manuscript. Par- 
ticularly valuable were the critical comments of Albert F. Wessen, 
Paul A. Walter, Jr., Benjamin D. Paul, George I. S^chea, 
Julian Samora, and my colleagues in the Department of Preven- 
tive Medicine and Public Health, Drs. H. J. Dodge, Lloyd Florio, 
and Gertrud Weiss. Most helpful, too, was a series of conversa- 
tions with Miss Geraldine Glourlcy, who furnished illustrative 
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materials and insights into the behavior of Spanish-speaking 
patients. 

Special thanks are due to Mrs. Dorothy Hannigan, who 
cheerfully typed the manuscript several times and offered nu- 
merous editorial suggestions. 

Since the process of communication by written symbols is a 
somewhat imperfect one, no book ever says fully or precisely what 
its author had in mind. This one is no exception. But the effort to 
Mmmunicate will be sufficiently justified if, among those who 
read it, there are some to whom is transmitted even a small 
fraction of the very genuine and deep liking, admiration, and 
respect I feel for the Spanish-speaking people — la gente de la tazfl. 

Lyle Saunders 

Denver, Colorado 
September lo, 1954 



Chapter I 


FELICITY STREET 


The building at i 407 felicity street in the city of Arcadia is an 
apartment house. It has not always been one. When constructed 
in 1 8g8 it was one of the showplaces of Arcadia and was occupied 
by a single family, the Tliompsons. They owned the canning 
plant, one of the largest department stores in Arcadia, and a 
bakery; and the entire family participated in local civic and 
social affairs. Their house was known to be one of the finest in 
town and frequently on a summer evening or a Sunday afternoon 
less prominent couples would stroll the few blocks from Main 
Street to see how the other half lived. 

It has been many years since the Thompsons resided on Felicity 
Street. They moved to the newly developed Blossom Hills section 
the week after Woodrow Wilson was elected President for a 
second term, and the house was occupied for a few years there- 
after by the family of a rancher who came to live in Arcadia so 
that tus two daughters, just growing into their middle teens, 
could have the advantages of a city education. When they left, 
the house was sold to a lawyer who turned it over for a quick 
profit to an undertaker. Thb gentleman used it as a business 
establishment until the early 1930’s, when it came into the pos- 
session of Mrs. Kathleen O’Keefe and was transformed into a 
boarding house for employed ^ngle girls. After Mrs. O’Keefe’s 
death in 1 945, the house, then somewhat run down, was taken 
over by Sellen Brothers, a real estate firm. Remodeled into apart- 
ments with only the minimum amount of work done in order to 
make the conversion, the building was again rented, this time to 
several families. Since then it has remained an apartment house 
and has been fully occupied. 

Ao/m to chapters appear on pp. 


II 
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The present occupants of the 15 rooms and three baths of 
1407 include 15 adults, 23 children, two dogs, three cats, a few 
rats, mice enough to keep two of the cats sleek and contented, 
and an assortment of lice, bedbugs, fleas, roaches, spiders, flies, 
and other pests. The human population are members of six 
families, or, more accurately, six households, since one includes a 
boarder unrelated to any member of the family with whom he 
lives; one consists of an unmarried mother and her infant daugh- 
ter; and two include members of three generations, rather than 
the two considered normal for families in Arcadia. All arc part of 
a population group* known in Arcadia as “Mexicans,” although 
only three of the occupants of 1407 and an equally small propor- 
tion of their neighbors on Felicity and surrounding streets have 
ever been to Mexico. 

This is to be a book in which the health practices and problems 
of the Spanish-speaking people of the American Southwest and 
the relationships of this population group to existing public and 
private health personnel and facilities will be used as an extended 
case to illustrate some of the areas and ways in which cultural 
factors* may and do influence the giving and accepting of medical 
care, using that term in its broadest possible meaning. Any one of 
a number of population groups might have been chosen to serve 
this illustrative purpose. The selection of the Spanish-speaking 
people was determined by several considerations. In the first 
place, they constitute the largest culturally distinct population 
group wthin the lai^cr population of the United States,* so that 
any findings with respect to them or their health problems may 
reasonably be expected to have relevance for a large number of 
people. Second, there arc numerous differences, both obvious 
and subtle, between their culture and that of the majority popula- 
tion, many of which have important implications for both atti- 
tudes and practices Nvith respect to illness and health. Also, their 
distribution in the Southwest is such that in many localities their 
numerical concentration or high proportion in the total popula- 
tion brings them sharply to the attention of professional people 
in the various areas of medicine and health and contributes to 
public and individual health problems in which cultural factors 
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may be readily seen to play an important part. And, finally, the 
Spanish-speaking people are a group in whom the writer has had 
a long and continuing interest. 

Since we are to be so largely concerned here with the Spanish- 
speaking people of the Southwest — the group whom the inhabit- 
ants of Arcadia, as well as those of many other areas of the South- 
west, refer to as “Mexicans’* — it may be appropriate to begin 
with a closer look at the residents of 1407 Felicity Street. 

Perhaps if we can learn something about this small group — 
where they came from, what they do for a living, how they live, 
what illnesses they have and what they do about them — we can 
better understand the health ways and problems of other inhabit- 
ants of the “Mexican” section of Arcadia and, to a lesser extent, 
those of Spanish-speaking people in all parts of the Southwest. 
This would not be so if Felicity Street and its occupants were 
unique to Arcadia. But they arc not. Called by some other name, 
Felicity Street exists in Denver and Dallas, in El Paso, Phoenix, 
and Albuquerque, in Los Angeles and San Antonio. It exists 
wherever there are Spanish-speaking people living in urban 
areas in the Southwest.^ It exists too, although in somewhat dif- 
ferent form, in the smaller cities and towns and in agricultural 
villages. Felicity Street is less a location than a way of living, less 
a matter of geography than a matter of recurring conditions. 
Wherever it exists the individual people are different, but the 
conditions under which they live, the problems they face, the 
burdens they bear are much the same. 

In viewing the inhabitants of 1407 we are not looking at all 
Spanish-speaking southwestemers, nor arc we considering a 
sample that can be said to be typical or representative of the 
group as a whole. No sample so small could ever be fully repre- 
sentative of so heterogeneous a population. We arc simply be- 
coming acquainted wth a ferv people, selected because they 
exemplify several kinds of health problems, >vho ^vc have reason 
to believe arc not greatly different in cultural background, ^vay3 
of living, and point of view from a couple of million others. To the 
extent that our belief represents what actually exists, we can by 
learning about the people of 1407 Fclidly Street also Icam some- 
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thing about the inhabitants of similar streets elsewhere in the 
Southwest. 


THE OCCUPANTS OF 1407 FELICITY STREET 
The ground floor of 1407 is occupied by three household 
groups, the Trevinos, the Gurules, and Simoneta Roybal and her 
infant daughter.* Each of the apartments has a cold water tap; 
no hot water is piped into any of them. These three households 
and two from the upper floor share a common bath, a narrotv 
room lighted by a small frosted window at one end and a single 
unshaded bulb that hangs from a long cord fastened in the center 
of a high ceiling. The floor is covered with old, much worn 
linoleum, buckled in places because of leakage from the tub. 
There is an elaborate pedestal lavatory with heavy brass fixtures, 
also an ancient much-ringed tub perched high on four legs, and a 
toilet that flushes lethargicaUy and noisily when the chain, lead- 
ing to a water tank high up near the ceiling, is pulled. 


The Trevinos 

The Trevinos, who occupy the front apartment, have three 
rooms, one of which, fitted as a kitchen, contains a sink, a four- 
Wner ap^tment-size gas stove, and an electric refrigerator, 
^cre are five persons in the household, Linda, sixteen; Rosalie, 
eighteen; Lany, twenty-ihree; Pedro, father of these three, 
orty-eight; Md Alessandro Flores, seventy-two, a boarder. Mrs. 
re^no died from pneumonia four years ago shorUy after the 
family came to Arcadia. 

New^M ^ "““S' north-central 

schLlhTr' ^ r T* *'“““*’* Srado at the viUage 

sehool but learned htUe there that has since been of value to him. 

house at ounibe?T4oe*'^d'thc Sheet, the apartment 

eonid emst, hot do"ot They easUy 

among the Spanish-speakin? neool<' names common 

described in thb chapt^liH^ Southwest, and since the conditions 
speaking population— and portions of the Spanish- 

actual persons or descriptions that fit population groups as well— the names of 

used. If such usage has occun-ed it inadvertently have been 

person, living or dead, or to anv a^., <»incidental. No rrference to any real 
should be inlOTcd. ^ «oai family group is intended here and none 
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The entire village was Spanish-speaking, so that during his 
childhood and youth his only contact with the English language 
was obtained during his brief period of schooling. As a boy and 
as a young man he worked as a sheepherder, first in and around 
his native village and then in other areas of New Mexico and, for 
a time, in Wyoming. When he was nineteen he married Adelina 
Trujillo, the daughter of a neighbor. Their first three children, 
each of whom was delivered at home and by untrained mid\vives, 
died before reaching the age of two. 

In 1933, when Larry was two, Pedro and his family moved to 
Trinidad, Colorado, and a year later to Pueblo, where Pedro was 
able to find intermittent employment as a laborer. Since thqt 
time, with the exception of three seasons spent in cultivating 
beets, the family have been city dwellers. They came to Arcadia 
about four and a half years ago and have been living at 1407 
Felicity Street for nearly two years. Mr. Flores joined them shortly 
after they moved in. The $45 a month he pays supplements the 
earnings of Pedro who is not and never has been regularly em- 
ployed. 

Pedro Trevino has never been very sick, nor has he ever been 
very well. There is no way to tell what diseases he may have had 
as a child, since no doctor was available in the village and thus 
no professional diagnoses were ever made. He remembers being 
ill on a few occasions and being treated with home remedies by 
his mother. But his recollections of just when he was ill or how he 
felt or what he may have had are not very clear. About eight 
months ago, while working on a construction job, he suffered a 
hernia which still gives him considerable discomfort. Suigcry was 
recommended by the physician to >vhom he was taken by his 
employers, but he refused help of any kind. His reasons for not 
going back for treatment and not accepting surgery are confused. 
For one thing, he is afraid of hospitals and of surgery. Also, he 
feels generally uneasy when dealing wth Anglos* in formal situa- 
tions. He remembers unsatisfactory relationships with Anglos in 
official or professional positions. Another reason is that he more 
or less accepts whatever happens. And he is afraid that medical or 
surgical treatment v.ill cost too much. ^Vllatcvc^ the reasons may 
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be, he has not sought help for his hernia. When the pain is severe, 
he takes a few spoonfuls of a preparation recommended to him by 
a neighborhood druggist, hims^ a “Mexican.” Most of the time 
he is not particularly aware of the condition of his own health. 

No physician attended Mrs. Trevino during her last illness. In 
the early stages she treated herself with a syrup made from frying 
do\vn onions and then sweetening the juice with a little honey. 
When her condition became worse, she was given a remedy made 
of powdered osM^ sugar, whisky, and hot water by a neighbor 
who was helping to take care of her. Her illness and death oc- 
curred during one of Pedro’s periods of unemployment, and the 
local welfare department was asked to help pay her funeral 
expenses. It refused on the grounds that the Trevdnos did not 
meet the residence requirements for assistance. So Mrs. Trevino 
was buried in a coffin made by Pedro of lumber borrowed from a 
contractor for whom he had worked recently. Part of the cost of 
the funeral is still unpaid, although occasionally an extra dollar 
or two is diverted toward reducing the debt. 

Linda Trevino has been under the care of a physician for a 
little more than a year. Picked up in a routine school health 
examination, sent to a diagnostic clinic, and found to have 
rheumatic heart disease, she has been a patient during that time 
in two hospitals and a convalescent home. She left all three 
against medical advice. The doctor who examined her last feels 
that she has a life expectancy at best of about five years, if she 
folloNvs his advice, winch includes constant bed rest. He is a little 
angry at the family because they do not insist that Linda stay in a 
hospital or convalescent home, feeling that they know the facts 
well enough but perversely refuse to cooperate. However, he has 
never talked directly to any of them except Linda and Rosalie. 

Since leaving the hospital about six weeks ago, Linda has not 
been on bed rest nor has followed any special therapeutic 
routine. She sometimes helps her sister with the housework and 
spends a good deal of time reading romance and movie maga- 
zines. She has used her illness as an excuse to stop attending 
school, but pays little attention to the implications of her con- 
dition. She is interested in boys and has caused a good deal of 
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tension between herself and her father by going out at night un- 
chaperoned and returning at what he considers improper hours. 
He is shocked fay her freedom in associating with boys. She is 
resentful of what she considers his old-fashioned restrictions. 
Neither has any understanding of what lies behind the point of 
view of the other. 

Linda is impulsive and headstrong and does not get along well 
with anyone. In the hospital she was for a time a “good” patient 
and was liked by the nurses and other hospital workers. But she 
refused to cooperate with the social worker assigned to the task 
of working out with her plans for future care, and she left the 
hospital to attend a teen-age dance. The visiting nurse, who 
stops by occasionally to see how Linda is getting along and to 
urge her to take better care of herself, is annoyed by the girl’s 
apparent lack of concern about her illness and by her unwilling- 
ness to follow medical advice. The nurse feels that “something 
ought to be done” about the case, and, like the physician, is 
inclined to blame Pedro for what seems to be his indifference to 
his daughter’s state of health. 

Since her mother’s death, Rosalie has been the female head of 
the household. She buys the food, does the cooking and washing, 
and makes decisions about the household budget. She has had 
only four years of schooling, ha\dng dropped out to accompany 
the family on one of their excursions to the beet fields. She was 
then in the third grade.’ When she 'Nvas fifteen, she worked for 
awhile as a clerk in a dime store. She quit after a few weeks be- 
cause her father demanded that she stay home and take care of 
the house and look after her younger sister. Rosalie rather en- 
joyed her brief work experience and would like to go out to work 
again. She mildly resents being tied down by the household 
chores and is occasionally angry at Linda, >vhosc illness prevents 
her from assuming a fair share of the household responsibility. 

In her relations with people outside the family, Rosalie is more 
circumspect than Linda and has not run into any open conflict 
with her father. She spends a good deal of time wth a small 
group of girls her own age who live in the neighborhood and 
tlirough them has met a number of bo>’S. About a year ago she 
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consulted one of the community tnidica^ about a possible preg- 
nancy, but there proved to be no basis for her alarm. Two months 
ago she \vas treated at the city*s V.D. clinic for gonorrhea. Her 
fanuly know nothing about either of these events. 

Larry, who is now twenty-three years old, enlisted in the Army 
when he was sixteen and spent three years in service. He was a 
freshman in high school when he enlisted, having managed to 
stay in school in spite of the family’s moving from place to place. 
After his discharge he completed his high-school work and is now 
a sophomore at Arcadia University. He wants to be an engineer. 
But his GI scholarship time has run out, and he is finding it 
difficult to remain in college. He works weekends and during the 
summer at a filling station, but his earnings are not enough to 
pay for tuition, books, and clothes. He is considering dropping 
out of school and working full time for a year or so to save enough 
money to permit him to finish. Also, he would like to get married. 

Aside from an attack of measles at the age of five, Larry has 
never been ill. He was a little underweight at the time he joined 
the armed forces, but soon gained on the Army diet. He has had 
some trouble with his eyes since entering the University, but does 
not feel that he can afford an examination. He spends little time 
at home and has no particular awareness of or interest in the 
health of any other member of the family. 

Alessandro Flores is a former coal miner who has been living 
with the Trevinos for about two years. He pays his way with part 
of an S8o-a-month old-age pension which he receives from the 
state. Flores was brought into the family through the efforts of 
the visiting nurse in the district and a medical social worker at 
the Arcadja public hospital. He had been admitted to the hospital 
suffering from the effects of silicosis and from a benign prostatic 
hypertrophy. Flores considered himself perfectly well and felt 
that his hospitalization was silly. Since he had been living alone 
his wife had died about five years before, and his five children 
\vcrc firing in other states — an attempt was made once to have 
him placed in a sanitarium or a convalescent home so that he 
could receive medical care, but he refused to go. Although he 
did not tell anyone the reason for his refusal, he was afraid of 
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being cut off from other Spanish-speaking people and of being 
stranded among Anglos. Flores speaks almost no English and does 
not feel at ease in the company of Anglos. He was lonely in the 
hospital and was threatening to leave when the social worker and 
the visiting nurse seized upon the idea of boarding him with 
the Trevinos. In spite of the crowded conditions there, he is com- 
fortable, and the family benefit from the regular income he brings. 
The somewhat limited menu that Rosalie provides is one that 
he is accustomed to and he has no complaint. He enjoys talking 
to Pedro and spends considerable time sitting on the porch and 
exchanging greetings and comments with friends who pass by. In 
bad weather he listens to radio programs from Arcadia’s only 
Spanish language station. Having never gone to school, Flores 
cannot read, nor can he viritc anything but his name. He 
laboriously inscribes it on the back of his pension check, and that 
is the extent of his literary abilities. He has no contact with his 
children, all of whom have families of their own, and receives no 
financial help from them. 

The Gurules 

The apartment at the back of the house is occupied by the 
Gurules, Virginia and Rafael, their six children, a son-in-law, 
and an eighteen-month-old grandson. Like the Trevinos they 
have only three rooms, one of which, serving as a combined 
kitchen, living-room and dining-room, includes among its fur- 
nishings a cold water sink, a coal range, and an icebox that sel- 
dom contains ice but serves as a storage space for food. 

Virginia, Avho, like her husband, is forty, was bom on a ranch 
la semthera Colorado, where her father worked as a ranch haticL 
She is dark and stocky, has an unhurried, calm disposition, and is 
quite competent in the management of her household. Her 
ankles occasionally swell and she suffers from shortness of breath 
even after mild exertion and finds that she has to rest several 
times during the day. But these symptoms cause her no particular 
concern. She is pregnant again and is a little apprehensive about 
tlus because of her experience two years ago. At that time she 
made her first visit to a hospital to have a baby delivered. Her 
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Other eight children— -three of whom are dead— had all been 
born at home, the first five delivered by a partera, or midwife, and 
the last three by a physician. At the physician’s insistence she had 
gone to the hospitd for the birth of her ninth child. The hospital 
atmosphere was strange to her, and she was not particularly 
comfortable there. Her real concern began when, soon after her 
arrival at the hospital, she was taken by a friendly nurse to see 
the delivery room. For some reason the delivery table frightened 
her, and she began to be apprehensive about her forthcoming 
experience wth it. Throughout the day her apprehension grew. 
Twice she slipped out of bed and went down the hall for another 
look and each time became more frightened. By nightfall she was 
terrified. Her first five children were born, as she had been, with 
their mother kneeling on the floor; the next three were delivered 
in bed, but it was a familiar bed in a familiar room. The delivery 
table with its shiny metal and leather straps was not like any- 
thing she had ever known and she was afraid of it. She tried to 
explain this to the nurse, but to her the idea that anyone who al- 
ready had eight children could be afraid of a delivery room was 
so improbable that Virginia was not taken seriously. The nurse 
merely patted her on the shoulder, assured her that there was 
nothing to fear and that she would be all right, and left her. 

During the night Virginia’s labor began. She climbed out of 
bed and, taking a blanket from her bed, went into one of the 
corners of the ward. There on the floor, alone and unassisted, she 
gave birth to her baby. Only after the baby had been born and 
she was certain that it was too late to be taken to the delivery 
room, did she atvaken one of the other patients in the ward and 
ask her to call the nurse. The nurse was thoroughly puzzled by 
Virginias action; the resident in charge of the ward was be- 
wldcrcd and resentful that such an irrational, irresponsible act 
could occur on his ward. Both questioned Virginia to learn what 
had^ prompt^ her to do such a thing; both lectured her for 
ha\ing done it. Virginia took the questions and the scolding with 
amiable grace. Actually she was a little pleased 
with herself and considerably relieved at having escaped the 
dclh'cry room. 
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■Virginia’s present pregnancy, which still has a couple of 
months to go, is beginning to weigh on her mind. She has con- 
sulted her physician and he again insists that she be delivered in 
the hospital. She does not want to go, but cannot think of any 
reasons that would be convincing to him. Besides, she dislikes 
having to disagree with anyone so kind and helpful, and therefore 
does not state her reasons very forcefully. She has agreed to go to 
the hospital, but actually she has no intention of going. And when 
her labor begins she will either remain at home alone or \vill call 
in the pariera who helped her with her first five babies. She knows 
the partera will say nothing to her about a hospital. 

Rafael Gurule was born on a small farm in the western part of 
Hidalgo County, Te.xas. The farm ivas sold following the death of 
his father from tuberculosis in the middle 1920’s, and Rafael 
went to make his home with an aunt in El Paso. There he lived 
in a tenement near the international bridge, spent a good deal of 
his time on the Mexican side of the Rio Grande, and worked 
during the summers on farms a few miles do^vn the river. He had 
attended school irregularly in south Te.xas, but never bothered to 
go after moving to El Paso. When he was eighteen he got a job on 
a railroad section gang working out of El Paso. He quit after a 
few months and, with a little money in his pocket, drifted north- 
ward to see the country and to look for more congenial surround- 
ings. At a dance at a little town in southern Colorado he met 
Virginia Velasquez. Within a short time they were married. A 
month later they were living in Arcadia and Virginia was carrj’- 
ing her first child. 

Throughout his married life, Rafael has had a varied cm- 
ploymient history. He has never moved out of the unskilled classi- 
fication, and consequently his earnings have alwaj’s been low. 
Sometimes he has been unemployed. He worked on a WPA 
project for more than a year during the 1930’s and on 5 c\’enil 
occasions has received general assistance from the Slate Welfare 
Department. He has been employed as a carpenter’s helper, a 
construction laborer, a warehouseman, a dishwasher, and a box- 
maker. His present job in a slaughtering and meat packing plant 
paj-s tlie most he has c\‘cr earned, S48 a week. 
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On the whole, Rafael’s health has been good. He has had in- 
frequent attacks of what he calls rheumatism, one of which was 
severe enough to cause him to see a chiropractor whom a friend 
had recommended. Twice he went to the outpatient clinic of the 
public hospital because he thought he had kidney trouble, but 
no one was able quickly to find anything wrong with him and 
after the two rdsits he became discouraged and never returned. 
Sometimes he IS plagued hy a rather sharp, burning sensation in 
his stomach that awakens him in the middle of the night, but he 
can usually get relief from a remedy suggested by the comer 
druggist. He ^so takes regularly a preparation which the dmggist 
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Felicity Street, Ramona and David have no savings, no insurance, 
and no very definite plans for the future. 

Of the Gurule children, only nine-year-old Ernest attends 
school. Roseann, the youngest daughter, is only two, and there- 
fore too young to go. Lucy is six and could have entered school 
this year, but her mother did not get around to taking her on the 
first day. Then she decided that since the child was late already 
she might as well wait another year. Lucy, who did not care one 
way or the other, made no objection and has continued to play 
happily with her toys and her friends. The eldest son, Frank, 
sixteen, is subject to epileptic seizures which, fortunately, occur 
only rarely. He lost one job as a car washer in a filling station as 
a result of a grand mat seizure. At present he is employed as a 
stock boy in a chain grocery. His employers do not know of his 
illness. Nothing is being done for him. His family regard it as 
unfortunate that he is afflicted, but do not feel that there is much 
they should or can do about it. Louis, aged fourteen, has just 
been discharged from the state reformatory for boys, where he 
spent a year following his apprehension on a charge of car steal- 
ing. He does not go to school nor does he work; he spends much 
of his time with a group of teen-age boys at a hangout on a sand- 
bar near the river. The three older children were each vaccinated 
once for smallpox. As a result of herculean efforts by the school 
nurse, Ernest has been immunized against smallpox, diphtheria, 
and whooping cough; has had one chest x-ray; and has had a 
dental examination and one extraction by the school clinic. None 
of the younger children has been immunized. Virginia is not op- 
posed to immunizations; she just docs not seem to find time to 
get herself and the children dressed and over to the child health 
clinics on the days that the visiting nurse suggests. 

Since there are not enough dishes or other table\varc, to say 
nothing of table space, the Gurule family cat in shifts, first the 
four adults and then the six children. Frank sometimes eats uf th 
the adults. The food is usually plentiful but lacks variety. Wheat 
tortillas, coffee, beans, bread, and macaroni appear frequently. 
Sometimes there is canned fruit. Fresh fruits, vegetables, and 
milk are rare. The visiting nurse has talked to Virginia at times 
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about the seven basic foods and the necessity for eating green and 
leafy vegetables. Virginia is interested, appreciative of the nurse’s 
efforts to help her, and pleased to be the object of so much friendly 
attention. But the menus seldom change. Cod liver oil, vitamin 
supplements, fresh fruit juice, and milk have been urged as es- 
sential to the health of the children. But the infant grandson, like 
Roseann and Lucy, has been eating at the family table since he 
was weaned. He likes coffee, and cats tortillas and beans. On 
drive-in nights he gets a special treat, a bag of popcorn or a candy 
bar. 

The Gurules are a reasonably happy family. Their apartment 
is crowded and friendly. The adults have time to talk to each 
other and to the children. Rafael and his son-in-law like their 
jobs and get along well with their fellow workers. Occasionally 
on payday they stop at a cantina for a few beers with their friends. 
They like to talk in the evening with Mr. Flores, the old man who 
toards \rith the Trevinos in the front apartment. Virginia and 
I^mona enjoy each other’s society. They also have a small circle 
or fnends tvhom they see and chat with before and after Mass, 
which they attend regularly. The children play with each other 
and with the neighbors. There is for them never any lack of 
rompanionship. Virginia and Rafael know quite a bit of English, 
language and prefer to talk in 
I ^ ® children arc bilingual, and switch from one 
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poor housekeeper, and the place is always cluttered with papers, 
clothes, empty cartons, comic books, and dirty dishes. There is 
no crib for the baby, so the little one sleeps in her mother’s bed. 

At twenty-two Simoneta finds herself with an arrested case of 
pulmonary tuberculosis, a toxic goiter for which surgery has been 
recommended, and an illegitimate daughter. The child, now 
six months of age, was born prematurely and was kept in Arcadia 
Hospital three weeks before being released to the mother. Three 
months later, at the insistence of the visiting nurse, the child was 
brought back to the hospital, where a diagnosis of malnutrition 
was made. During the month the baby was hospitalized she was 
not visited by her mother, and it was only after some prodding 
that the hospital authorities succeeded in getting Simoneta to 
come for the child when it was time for her to be discharged. Now, 
after another month at home, Josie is already beginning to show 
the same symptoms for which she had been hospitalized. In- 
struction in proper methods of preparing a formula and feeding 
a baby were given Simoneta in the hospital and by the visiting 
nurse after she returned home. But she was not much interested 
and has never made any effort to follow the instructions. When 
Josie shows signs of being hungry, which is often, her mother 
gives her a mixture of canned evaporated milk and tap water. 
Bottle and nipple are rinsed under the tap between feedings and 
then, still wet, are placed on the table to await the next meal. 
Occasionally Simoneta will give Josie a scrap from her plate 
when she is eating, a piece of bread, a bite of meat or a bone, a 
spoonful of canned fruit. There are only half a dozen diapers and 
Simoneta does not like to wash, so that Josie is not changed 
frequently, nor is she bathed regularly. As a result her back, from 
her knees to her shoulders, is raw and blistered. The bed, for 
which there is no rubber blanket, is wet much of the time. 

Simoneta is short and dumpy and not very attractive. Her dis- 
position does nothing to draw people to her. She is sullen much of 
the time and gives the impression of being either hostile or apa- 
thetic. She is not liked by the other tenants on her floor, and the 
agency personnel — the visiting nurse, the ^velfarc %vorkcrs— who 
work with her are about ready to give her up os a hopeless case. 
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taurant, near the center of the district. While working here she 
met and became fond of Johnnie Dominguez, a truck driver on 
the Arcadia-Los Angeles run. Together they rented the one-room 
apartment at 1407 Felicity Street. Two months after Simoneta 
became certain that she was pregnant, Johnnie disappeared. She 
has had no word from him since. 

It was while she was in the hospital for the birth of her child 
that Simoneta first learned she had a goiter. She had previously 
noted a small swelling on her neck but had not thought much 
about it. Just before she was released from the hospital, an intern 
tried to explain her thyroid condition to her and to persuade her 
to have the goiter removed. Simoneta never did fully understand 
what it was he was trying to say, but she did catch the implication 
of surgery and would have none of it. She is afraid of surgery, 
feels that she might die during the operation, and much prefers 
to live with her goiter which she does not understand than to 
submit to the unknotvn dangers of an operation. 

For the past four months Simoneta has been receiving a 
monthly grant of $78 from the welfare department under its aid 
to dependent children program. With that she pay’s her rent and 
bu)^ food for herself and canned milk for Josic, She feels tied 
do%vn by the baby and resents the fact that she can no longer 
participate in the Saturday night excitement at Pete’s Place. 
Occasionally the swelling on her neck causes her concern but she 
has no intention of doing anything about it. She has no plans for 
the future, either for herself or for Josie. 

The upper floor of 1407 Felicity Street is, like the ground floor, 
the home of three households, Fcrmfn and Rachel Atcncio in the 
front apartment, Miguel and Conccpcidn Rubio, his parents, anti 
eight children in the back, and Antonio and Marfa %ngil, witlj 
their five children, in the middle two rooms. TIic one bathroom 
on tliis floor is in the apartment of the Atcncios and is used ex- 
clusively by them. Tlxc other two households share the one down- 
stairs \rith the three families firing on that floor. 

T!»c second floor is reached by a rather steep stairway tliat 
begins just inside the front door of the house, rises sliarply to a 
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Siraoneta was born in San Rafael. Before her first birthday she 
was given to another family, Juan and Consuelo Gutierrez, with 
whom she continued to live until she was sixteen. Juan, a distant 
relative of her father, had no children of his own and so, as a 
friendly gesture, Simoneta was given to him and his wife to help 
fill the gap in their childless lives. There was no formal adoption. 
The Gutierrez couple were a highly mobile pair, and while 
Simoneta lived with them she was constantly on the move. She 
never attended school, and the family never stayed long enough 
in any one locality for her to form any close friendships with other 
children. She did much of the housework, and from the time she 
was ten also worked in the fiddswith her foster parents. Although 
she moved in and through Anglo communities in four southwest- 
ern states, she never learned more than a few words of English. 

Simoneta was sbcteen when she had her first hemorrhage. After 
a brief period of hospitalization during which a diagnosis of pul- 
monary tuberculosis was made, she was sent to a sanitarium in 
Arizona. She was lonely and unhappy there. Cut off from other 
patients and members of the st^ by her inability to speak 
English and restless as a result of the change from a mobile to a 
sedentary life, she left the sanitarium against medical advice and 
joined Juan and Consuelo in Colorado. Within a few months 
she broke down again and, after some difficulty, was admitted 
to another sanitarium. Here she stayed for two years, not liking 
the place, but afraid to leave. A short time before she left, Juan 
and Consuelo were killed in a truck-train collision in Texas. 
Thus, at the time of her discharge Simoneta had no education, 
no particular skills, no knowledge of English, and no place to go. 
Her brothers and sisters were scaUcred; her mother and father 
both were dead. For a time she hoped to be able to live with a 
married sister in Chama, New Nferico, but her husband’s work 
was seasonal and both felt that they could not afford to keep 
Simoneta. 

For want of a better place to go, Simoneta came to Arcadia. 
She worked for four months as a waitress in a hole-in-the-wall 
caf6 on Aragon Street in the “Mexican” part of town and then 
moved up to a job in Pete’s Place, a combination bar and res- 
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taurant, near the center of the district. While working here she 
met and became fond of Johnnie Dominguez, a truck driver on 
the Arcadia-Los Angeles run. Together they rented the one-room 
apartment at 1407 Felicity Street. Two months after Simoneta 
became certain that she was pregnant, Johimie disappeared. She 
has had no word from him since. 

It was while she was in the hospital for the birth of her child 
that Simoneta first learned she had a goiter. She had previously 
noted a small swelling on her neck but had not thought much 
about it. Just before she was released from the hospital, an intern 
tried to explain her thyroid condition to her and to persuade her 
to have the goiter removed. Simoneta never did fully understand 
what it was he was trying to say, but she did catch the implication 
of surgery and would have none of it. She is afraid of surgery, 
feels that she might die during the operation, and much prefers 
to live with her goiter which she docs not understand than to 
submit to the unknown dangers of an operation. 

For the past four months Simoneta has been receiving a 
monthly grant of $78 from the welfare department under its aid 
to dependent children program. With that she pays her rent and 
buys food for herself and canned milk for Josie. She feels tied 
down by the baby and resents the fact that she can no longer 
participate in the Saturday night excitement at Pete’s Place. 
Occasionally the swelling on her neck causes her concern but she 
has no intention of doing anything about it. She has no plans for 
the future, either for herself or for Josie. 

The upper floor of 1407 Felicity Street is, like the ground floor, 
the home of three households, Fcrmfn and Rachel Atencio in the 
front apartment, Miguel and Concepcidn Rubio, his parents, and 
eight children in the back, and Antonio and Marfa Vigil, with 
their five children, in the middle two rooms. The one bathroom 
on this floor is in the apartment of the Atencios and is used ex- 
clusively by them. The other two households sliare the one do\vn- 
stairs with the three families IMng on that floor. 

The second floor is reached by a rather steep stainvay that 
begins just inside the front door of the house, rises sharply to a 
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regularly supplement their diet with vitamin tablets. Rachel is 
taking a reducing preparation which she read about in a movie 
magazine. Since antihistamines became popular a few years ago, 
the Atencios have kept a supply of them on hand and use them 
frequently during the winter months- 

Some weeks ago Rachel became ill and, on the advice of a 
physician whom Fermin persuaded her to consult, was hospi- 
talized. The diagnosis was kidney infection. She spent a week in 
the hospital and then left against medical advice. While there she 
complained constantly about the food and the service she re- 
ceived. Both she and Fermin felt that the soft diet she was getting 
was not suited to her and he frequently slipped other food to her 
during visiting hours. They both felt that the doctors did not tell 
them enough. The reason given for leaving the hospital was that 
Rachel’s uncle who lived in Dallas was seriously ill and needed 
them. The real reason was that Rachel was afraid that the doctors 
were planning an operation. 

For a few days after returning home, Rachel was quite uncom- 
fortable and was given some symptomatic treatment, aspirin tab- 
lets, kidney pills, hot water bottles, by Fermfn. When her condi- 
tion did not improve, they decided to consult a mSdica, a Negro 
woman who lives alone in a small house a few miles north of 
Arcadia. They drove out to see her and felt much reassured by 
the visit. She began by saying that she did not want them to 
tell her what was wrong, that she would tell them. She then 
proceeded to relate a few incidents ^vhich Rachel was able to 
identify as having once happened to her and described some 
of the more general symptoms Rachel was then experiencing. 
The Atencios were much impressed by this display of ability, and 
particularly by the contrast between the approach of the medico 
and that of the physician who had recommended hospitalization. 

He had asked many questions about Rachel’s past life and her 
symptoms, and had been exceedingly noncommittal about both 
diagnosis and prognosis. The medico asked no questions and was 
quite definite both as to what was wrong %rith Rachel and the 
prospects for a cure. For a flat $150 she offered to undertake 
treatment and to guarantee a cure, promising to refund the 
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landing, turns back upon itself and leads to a railed platform off 
which open the doors of the three apartments. An unshaded 25- 
watt bulb hangs on a long cord down the stainvell to a point just 
above the upper floor and thus provides a feeble illumination for 
the stairs and both the upper and lower halls. 

The Afencfos 

The Atencios are the aristocrats of Felicity Street. Fermfn, a 
high-school graduate, who has lived in Arcadia all of his tiA-cnty- 
two years, is steadily employed. A foreman in the canning plant 
once owned by the Thompsons, he earns more than $300 a 
month, which enables him and his wife to have three rooms and 
a bath all to themselves, with a gas range, vented gas heaters, a 
scvcn-cubic-foot electric refrigerator, overstuffed furniture, and 
a console radio. They arc thinking of buying a television set if 
they can find someone who will take the radio off their hands as a 
trade-in, The Atencios could afford to live in a belter apartment, 
but they arc reluctant to pay more than the S62 a month they 
now pay; also they feel they arc receiving good value here. They 
have a savings account which they hope will someday include 
enough to cover a down payment on a house of their own, but 
their bank deposits arc not made regularly. 

A childless couple, the Atencios have relatively little to do with 
the other families in the building. They go out frequently in the 
evenings to movies and commercial dances. Fcrmln, who camea 
something of a reputation as an athlete in his high-scliool daj'S, 
plan's baseball and basketball in an industrial league during^ a 
good part of the year, and they frequently attend commcrcia 
and collegiate sports events. Rachel, who was employed as a 
typist before her marriage, docs not visit much with tlic 
vrives in the building, but docs have a group of girl friends 
whom she spends many afternoons. Neither Fcrmln nor Rac 
attends church regularly. Both understand Spanish but spea 
English most of the lime. . . 

The Atencios arc a bit more self-conscious about their hea i 
th.in arc most of the other occupants of the apartment houje* 
Fcrmfn frequently takes laxatives, and both he and Rac 
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regularly supplement their diet with vitamin tablets. Rachel is 
taking a reducing preparation which she read about in a movie 
magazine. Since antihistamines became popular a few years ago, 
the Atencios have kept a supply of them on hand and use them 
frequently during the winter months. 

Some weeks ago Rachel became ill and, on the advice of a 
physician whom Fermfn persuaded her to consult, was hospi- 
talized. The diagnosis was kidney infection. She spent a week in 
the hospital and then left against medical advice. While there she 
complained constantly about the food and the service she re- 
ceived. Both she and Fermin felt that the soft diet she was getting 
was not suited to her and he frequendy slipped other food to her 
during visiting hours. They both felt that the doctors did not tell 
them enough. The reason given for leaving the hospital was that 
Rachel’s uncle who lived in Dallas was seriously ill and needed 
them. The real reason was that Rachel was afraid that the doctors 
were planning an operation. 

For a few days after returning home, Rachel was quite uncom- 
fortable and was given some symptomatic treatment, aspirin tab- 
lets, kidney pills, hot water bottles, by Fermin. When her condi- 
tion did not improve, they decided to consult a mfdica, a Negro 
woman who lives alone in a small house a few miles north of 
Arcadia. They drove out to see her and felt much reassured by 
the visit. She began by saying that she did not want them to 
tell her what was wrong, that she would tell them. She then 
proceeded to relate a few incidents which Rachel was able to 
identify as having once happened to her and described some 
of the more general symptoms Rachel was then experiencing. 
The Atencios were much impressed by this display of ability, and 
particularly by the contrast between the approach of the midica 
and that of the physician who had recommended hospitalization. 

He had asked many questions about Rachel’s past life and her 
symptoms, and had been exceedingly noncommittal about both 
diagnosis and prognosis. The midica asked no questions and was 
quite definite both as to what was rvrong with Rachel and the 
prospects for a cure. For a flat 5150 she offered to undertake 
treatment and to guarantee a cure, promising to refund the 



30 CULTURAL DIFFERENCE AND MEDICAL CARE 

money if that was not achieved. The Atencios accepted her terms 
and treatment was begun immediately. The first step was a long, 
very hot bath which Rachel took in an oversized tub in a back- 
room of the medicals house. She was then sent home with two 
bottles of medicine, one a strong-tasting greenish liquid which 
^vas to be taken internally at four-hour intervals and the other a 
thick, oily, very astringent preparation which periodically was to 
be rubbed into her back until all signs of the lotion had disap- 
peared. Rachel has continued with these medications, has had 
both bottles renewed once, has visited the medico twice, and has 
also continued her own symptomatic treatments. She is feeling 
better and both she and Fermfn are satisfied %vith the treatment 
given by the medico. They are glad that she did not remain in 
the hospital. 

The Vigils 

Antonio and Marla Vigil and their five children live in the 
two-room apartment just behind the Atencios. Antonio, twenty- 
five years old, is a construction laborer whose employment is 
somcNvhat irregular, so that the family is never far above the bare 
subsistence level. Both Antonio and Marfa were bom in Te.'cas. 
Soon after their marriage eight years ago, they moved to Arcadia 
in the hope of finding better employment. Marfa has active 
pulmonary tuberculosis and was for a time a bed patient in a 
sanitarium located in a little to\vn 40 miles from Arcadia. She 
left against medical advice because she felt all right and was lone- 
some for her husband and children. She has an inadequate 
knowledge of her disease. Nor does she understand its progressive 
nature, or realize that it b infectious and that she may be en- 
dangering the health of her children as well as that of other 
people with whom she comes in contact. 

TTie two-room apartment is crowded with the seven people and 
their belongings. As in some of the other apartments in the build- 
ing, a t\s'o-bumcr open gas plate is used for cooking and in cold 
weather heal is proWded by a single unvented gas heater, hfarfa 
is afraid of night air and keeps the ^rindo^^'S closed most of the 
time. The family all sleep in the same room, on two beds and a crib. 
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Marfa, who has never been to school, speaks almost no English. 
Antonio has some knowledge of it because of his contacts \vith 
English-speaking workers, but is uneasy with the language and 
much prefers to speak Spanish. Consuelo, seven years old and 
enrolled in the second grade at a parochial school, is the most 
fluent member of the family and frequently acts as interpreter for 
her mother. Sylvia, five, has picked up some English from her 
playmates. Mike, three, and Jerry, two, know only a fe^v Spanish 
words. The family are Catholics, and although Antonio rarely 
goes to church, Marfa is a faithful communicant, health per- 
mitting. Marfa hopes that next year Sylvia can enter the school 
Consuelo attends. 

All the children have frequent upper-respiratory infections. 
Consuelo has been vaccinated and last year was given a ratlier 
superficial examination by a school physician who looked at some 
30 children in a single afternoon. About a year ago Marfa took 
Sylvia, Mike, and Jerry to a well-baby clinic for immunizations. 
They all experienced mild reactions from their first shots, and 
the mother never took them again. None of the children has ever 
had a chest x-ray, nor has Antonio; all except Jerry and Ruby, 
the baby, have dental caries. Consuelo has been recommended by 
the school nurse for dental treatment in a clinic maintained by 
the parochial school system, but Marfa has never taken her there. 

At nine months of age Ruby has slightly bowed legs, but Marfa 
feels that they wll straighten themselves out in time. Tlic cliil- 
dren arc dirty much of the time, but they arc reasonably happy, 
'viih the possible exception of Consuelo who is beginning to nou'ec 
difTcrcnccs between herself and some of her classmates. During 
the past year she has been having occasional episodes of nocturnal 
enuresis, which Marfa regards as normal and likely to disappc.ir 
as the cliild grows older. 

Consuelo, who is considered a very bright cliilcl hy her tc.ichcrs, 
is conscious of the fact that her clothes arc not so pretty and cer- 
tainly not so clean as Ujosc of many of Iicr das»m.atci. She felt 
quite humiliated when, in t!)c first grade, slie ^s-assenl home from 
school witli a note — whicli her mother could not re-id— sapng 
that she had head lice and wtjuld not be permitted to return until 
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she ^vas free from this condition. She stayed out of school two 
days and then returned, still with the lice. She was admitted along 
with the half-dozen or so other children who had followed the 
same procedure. The school nurse plans to call on Marfa and 
talk the situation over, but so far has not got around to it. 

Tho Rubios 

The most crowded apartment in 1407 Felicity is that of the 
Rubios. In its three rooms live Miguel Rubio and his wife 
Concepcidn, their eight children, and Miguel’s parents, Enrique 
and Josefina. Miguel is a serious-minded, industrious man of 
forty-four who works as a laborer for the city sanitation depart- 
ment. His income is not large and it has been necessary to sup- 
plement it on several occasions with general assistance grants 
from the department of welfare. Both Miguel and his wife, as 
well as his parents, are devout Catholics and all attend services 
regularly. Although Miguel and Concepcidn know English, 
Miguel’s parents do not, so that most of the time Spanish is 
spoken in their home. The children who are old enough to talk 
arc all bilingual, although the two older ones, Reuben, twenty, 
and Esperanza, eighteen, do not like to speak Spanish and use 
English on every possible occasion. 

Like most of the other families in the building, the Rubios have 
no refrigeration. Perishable foods are cither not used or arc con- 
sumed immediately after purchase. The diet consists largely of 
such staples as macaroni, flour, dried beans, coffee, dried or 
smoked meats, and com, all of which keep well without re- 
frigeration. Cooking is done, winter and summer, on a wood- 
burning range. A small iron coal-burning heating stove is set up 
in one of the rooms during the winter months. Tlicre is, as in the 
other apartments, a cold water sink, 

Josefina and Enrique were both bom on a ranch near Santa 
Camrina in the state of Nuc\*o Lcdn, Mexico. Wfith Nfigucl and 
three oilier children they came to the United Slates in iptCi 
drawn b>* wlial lhc>' liad heard about opportunities for well-paid 
\s-ork. 'Hjc)* crossed the border illegally by wading the Rio 
Grande and found shelter and work on a sheep rancli in soutli- 
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west Texas. The entry was never legitimized, and neither the elder 
Rubios nor their children were ever naturalized. In 1921 they 
moved to El Paso, ^vhere Enrique found work as a section hand 
on the Southern Pacific Railway. He continued with the com- 
pany until 1940 when, as the result of an accident ^vhiIe at ^vork, 
his right leg was amputated just above the knee. With the small 
amount of compensation they received from the railroad, he and 
josefina bought and, until 1946, operated a small store in Pharr, 
Texas. Business was never good, and by 1946 their resources had 
dwindled to the point where they could no longer keep the store 
going. They then moved to Arcadia to live with their son Miguel. 
Enrique found occasional work during the first three years of 
their stay and contributed something to the maintenance of 
the household, but for the past three years he has been imablc to 
find work and, much of the time, would have been unable to 
work had anyone offered him a job. He is prematurely feeble, 
suffers from chronic arthritic pains, and has a persistent cough. A 
wooden peg, fastened to the stump by straps, enables him to get 
around trithout crutches, but he cannot walk far without ex- 
periencing pain and considerable fatigue. Wlicn his joints arc 
particularly painful, his wife prepares and has him drink canutilh* 
tea, and for his cough she frequently gives him the water in whicli 
oresono^^ has been boiled. 

Josefina at sixty-seven is small and %vizcncd, but vcr>’ energetic. 
Always wearing the same black dress, with her head v.Tappcd in 
a rebozo, or shawl, she is a familiar sight in the neighborhood as 
she hurries to and from early Mass. She insists on proper respect 
frt>m her grandtbildTen for both hex husband and herself, advlsts 
her daughtcr-in-law concerning the management of household 
affairs, and worries about the short hair, short skirts, and inform.il 
wa>*s of Espentnza. She know3 practically cvcr^iiiing that goes 
on, not only in her omi household but in tlic others in the build- 
ing and neighborhood as well, and expresses opinions freely. She 
firmly believes in witchcraft, is certain that baby Clco*s latest 
attack of diarrhea was a symptom of raj/ cjo,** resulting from the 
strong glance of a xostting nurse, and has frequently acted as 
f>aTtfTa in the dcli\*er>' of neighborhood b.ibies. She h.is a wide 
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Store of kno\vledge about folk and household remedies and is 
frequently consulted by neighbor women as to the proper treat- 
ment for minor— and sometimes major — illness of themselves and 
their families. She treats herself on the few occasions when she 
does not feel well and has never thought it necessary to call in an 
Anglo doctor to care for any member of her family. Her husband 
did receive medical care from a railway physician at the time of 
his accident, but, foUowng the amputation of his leg, Josefina 
treated the stump \vith ointments and fluids which she herself 
prepared. 

Miguel was eight years old when his parents brought him to 
the United States. On the ranch he herded sheep, and after the 
family moved to El Paso he, like Rafael Gurule, worked in the 
fields on the farms down the river from that city. He left El Paso 
and his parents’ home when he was seventeen and for eight years 
thereafter worked in the mines in and around Globe, Arizona. 
Betsveen 1933 and 1937 he had various WPA jobs in Arizona. 
Early In 1938 he went out to California and ibund work in a 
foundry, which he kept until the summer of 1940. He then came 
to Arcadia, and wthin a month obtained the job with the city 
sanitation department which he has held since. In 1943— over 
his mother’s objections — Miguel »’as hospitalized with pneu- 
monia, and off and on throughout hb adult life he has had bouts 
of indigestion. Aside from these and the usual run of colds and 
other minor respiratory infections, he has been fairly healthy. 

Conccpcidn was bom and grew op in Tucson, Arizona, where 
her father, a naturalized Mexican, operated a small caf6. She \vas 
working as a waitress in Globe when, in 1930, she met and 
married Miguel. She b a congenial, easy-going, talkative u-oman 
who is largely unperturbed by ihc clamorous demands of her 
household and holds her own against the dominating threat of 
her mother-in-law. Toward her children she b affccijonalc, 
tolerant, and permissive. She accepts tilings as thc>‘ happen and 
easily handles situations tliat less secure people might regard as 
erbes or emergencies. \\liate\’cr luappens sfic secs as the will of 
God against whiclx one should neither figlil nor protest. Her 
children arc frequently dirty, sometimes ill, and seldom well fed- 
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She is not unconcerned about them; she is unexcited. On the rare 
occasions when school nurses, ^dsiting nurses, or welfare depart- 
ment social workers have visited her home, she has listened 
politely, agreed with everything they suggested, and continued 
her own way after they had gone. During her numerous preg- 
nancies she was repeatedly urged to see a doctor for an ante- 
partum and postpartum checkup, but she never did. Nor has 
she ever been delivered by anyone except a midwife — her 
mother-in-law in the case of the three youngest children — and at 
no place except in her home. For a number of years the district 
nurse has tried to persuade her to take her young children to the 
well-baby clinic for a checkup and immunizations, but, although 
she has been polite to the nurse and has agreed that undoubtedly 
the advice was good, she has never got around to taking any of 
the children there. 

Like her husband, Concepcidn has enjoyed fairly good health. 
She had no trouble while carrying any of the children and all her 
deliveries were uncomplicated. She shares the minor infections 
that run through the fanuly, particularly in the winter months, 
and not infrequently has headaches, especially after a period of 
sewng, but these do not bother her much. About two years ago 
she slipped on the top step of the stairs and fell to the landing, but 
the only damage was a sprained ^vTist, which Josefina treated. 

The two older children, Reuben and Esperanza, spend a good 
deal of time away from home. Reuben completed hvo years of 
high school and is a stock clerk in Arcadia’s largest department 
store. He is doing well on the job and is liked by his employers 
and fellow workers. A year ago he was asked to report to Selective 
Service for examination but %vas rejected because of an old elbow 
injury which prevents him from entirely strmghtening his right 
arm. He intends to many soon, a plan that is supported en- 
thusiastically by his grandmother, Josefina, but treated tvith 
atruable indifTcrence by his mother. Esperanza is a car hop at a 
drivc-in food stand, a job which keeps her out late at night and 
brings her the outspoken disapproval of Josefina. The old lady 
particularly objects to the abbrexiated shorts and blouse tvhicli 
are die working costume of her granddaughter and to the free and 
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easy semi-joking relations which Esperanza has with the young 
male customers of the drive-in. 

Arturo, aged fourteen, is in the seventh grade at a public 
school. He has very poor eyesight but he docs not wear glasses. 
Although his eye condition has often been called to the attention 
of his mother, she has done nothing about it. He is a slow pupil, is 
not ^veIl liked by his classmates, and prefers playing ^vith children 
several years younger than himself. Helen, who is ten, is shy and 
underdeveloped. Like her mother she Is very amiable and placid. 
Helen is not very bright and has spent nvo years in each of the 
first two grades in school. Christine, eight, is in the same grade as 
Helen. She is a thin, anemic child who suffers from frequent 
earache, occasional sore throat, and a chronic cough, with a 
tendency toward asthmatic wheezing. Rosalie, five, is a well- 
developed cliild, apparently normal, except for her right foot 
which is turned inward. She has never received any medical at- 
tention for it. The two babies, Qco, three, and Tommy, two, have 
couglis and runny noses six months of the year, diaper rash about 
a third of the time, and a scries of scratches, cuts, and bruises as a 
result of unsupcrvjscd play in the yard during the warm weather. 
Both they and Rosalie have had measles and chicken pox within 
the past year. Tlie other cluldrcn had them long ago. 

Tlicsc, then, arc the residents of 1407 Felicity Street: Six more 
or less ordinary’ low-incomc households in an ordinary tenement 
apartment building on a street that might be found in almost any 
sizable southwestern city. Six households, each of w'hicli has some 
elements of uniqueness and all of which share many characteris- 
tics with one another and with thous.mds of otlicr households in 
the region. 

One such ch.iractcrislic is that these family groups arc what wc 
might, for want of a better term, call Spanish-speaking house- 
holds, wliich means that ihcir members have, to a greater or 
lesser extent, participated in a somewhat different cultural herit- 
age from that of the bulk of the natively English-spe.iking people 
among whom they’ li\x. Thus, to some degree, varying from 
family to family, and depending upon the specific life experiences 
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of the family group, their ways of thinking, acting, and believing 
are different from those of the numerically dominant Anglo 
population. In some Spaiush-speaking families the differences are 
small, and in behavior and point of view the families are almost 
indistinguishable from Anglo families on the same social level. 
In others the differences are great, and there are many elements 
in the behawor, beliefs, and preferences of the Spanish-speaking 
family members that distinguish them from comparable Anglo 
families.'* 

It is with these differences in ways of thinking, acting, and be- 
liewng and some of their implications for the work of persons 
professionally interested in illness and its treatment among the 
Spanish-speaking group that this book is largely concerned. Such 
differences, insofar as they are not unique to an individual or 
family group, but may be seen to derive from and be related to 
cultural or subcultural membership, are believed to reflect im- 
portant variables in the maintenance of health and the treatment 
of illness. The point of view to be presented here is that the prac- 
tice of the healing arts is to a considerable extent a social activity 
in which the course of the relationship is determined not only by 
the knowledge, skills, feelings, and attitudes of the professional 
practitioner, whether physician, nurse, psychiatrist, or social 
worker, but also to a considerable extent by the kno\vlcdgc, feel- 
ings, and attitudes of the patient, hfa relatives, and friends. And 
one highly important, but frequently overlooked, determining 
variable in everybody’s knowledge, attitudes, and feelings is 
membership in and identification with cultural and subcultural 
groups. 

The knowledge and skills of a professional practitioner of any 
of the healing arts arc of little value unless they arc used. Tlicy 
may be a source of intellectual or emotional satisfaction to the 
practitioner himself, but they scrs'c no further purpose unless, 
directly or indirectly, ilicy arc used for the benefit of patients or 
clients. And they can only be used in and through a social re- 
lationship, or an interlocking series of such rclatiorxships imulring 
certainly the practitioner and his patient or client and usually 
oUicr professional or subprofcssional uorkers and other people 
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affectively related to the patient or client. In these relationships 
many variables besides the knowledge and skills of the practi* 
tioner and the physiological or psychological states of the patient 
are operative. Both practitioner and patient have personalities, 
and these influence the course of the relationship. Both have con- 
ceptions of what their proper role should be and of what role the 
other should assume. Both have ends or goals that they are seek- 
ing in the relationship. Each has a set of attitudes and feelings 
about members of the various social categories into which the 
other can be placed. The practitioner, for example, may have 
notions about patients, about women, about persons of lower- 
class status, or about Spanish-speaking people which influence 
his behavior in the relationship when the patient conforms to any 
of these categories. The patient may have feelings and precon- 
ceptions about physicians, about professional groups, about 
upper-class people, about men, about Anglos which similarly may 
affect his or her performance in the relationship. Both patient and 
practitioner have sets of values which establish limits to what 
each can and will do in the relationship. These and many other 
types of variables which might be listed all influence the course 
of the patient-practitioner relationship. 

Much more than the knowledge and skill of the practitioner 
and the physical or emotional condition of the patient thus enters 
into the practice of the healing arts. The knowledge, feelings, and 
evaluative judgments of all persons involved in tlie interaction 
have a bearing on its course and outcome. Where the knowledge, 
feelings, and evaluaUons arc largely complementary and mu- 
tually reinforcing, the relationship and its outcome may be 
highly satisfactory to everyone. Where they arc largely antithet- 
ical or antagonistic or simply incongruent, no one may be happy 
about the rclationslup or get much satisfaction from it. If> for 
example, practitioner and patient have roughly the same concept 
of disease, its cause, and its treatment; if the patient has con- 
fidence in the skill of the practitioner and in the praclitioncrs 
interest in him and the practitioner likes the patient and feels 
assured of his trust and cooperation; and if both arc agreed on 
the relative seriousness of the illness and the necessity of doing 
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certain things about it, then the relationship may be pleasant 
and gratifying for both. On the other hand, if the patient mis- 
trusts either the motives or the abilities of the practitioner or the 
practitioner is ignorant of, has hostility toward, or lacks respect 
for the point of view of the patient, or if the patient and practi- 
tioner disagree about the importance of the illness or the desir- 
ability or necessity of any given procedure, then neither is likely 
to benefit much from the relationship. 

One constant source of disparity in knowledge about and atti- 
tudes toward illness and its treatment is a difference in cultural 
orientation such as exists between English-speaking and Spanish- 
speaking people in the American Southwest. There are, of 
course, wide ranges of variation in both knowledge and attitudes 
within each of these population groups, variations that are to 
some extent correlated with such variables as age, sex, class 
status, education, and occupation. There is also a considerable 
overlap between the two groups, since each has for a number of 
years been influenced by its contact with the other. But even al- 
lowing for these facts, there is still an observable diflerence in the 
approach of each of these groups to illness and its treatment. 
Spanish-speaking people, in general, tend to have somewhat 
different concepts of disease, its cause, and what should be done 
about it, from those of Anglos. They have had historically, and 
to some extent continue to have, different patterns of relation- 
ships between patient and healer and different conceptions of 
what is the proper role of each in the therapeutic relationship. 
They have a different pharmacopoeia. They have, perhaps, a 
somewhat different basic personality structure and a different set 
of patterns of response to the stresses resulting from illness and 
incapacity. They have different notions of the proper roles of 
relatives and friends in the healing process. They have, in brief, 
an institutional complex somewhat different from that of the 
Anglos for dealing with such potentially disruptive conditions as 
disease, injuries, mental disorders or deficiencies, birth, death, 
and old age, a complex that largely determines what a person 
shah think, feel, and do when or persons %vith >vhom he has 
affective relationships, experiences any of these conditions- 
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Some of these differences will be described and discussed in 
later chapters. Here it is enough to point out that such differences 
do exist, and that they have an effect on practitioner-patient re- 
lationships when the cultural — or subcultural — backgrounds of 
the two are dissimilar. And in the Southwest they frequently are 
dissimilar. The Spanish-speaking people of the Southwest are, 
for reasons which will be discussed later, probably more subject 
to certain types of illness than the larger population among whom 
they live. They thus require more medical attention. To their 
reliance on their own cultural ways of dealing with disease and 
on their own types of “professional” healers has been added 
an increasing tendency toward the acceptance of Anglo healing 
ways and, consequently, of Anglo healers. There are among the 
Spanish-speaking population relatively few persons with the 
training, knowledge, and skills to enable them to practice the 
Anglo form of any of the healing arts, so that the Spanish-speak- 
ing person who wishes any kind of Anglo medical care must, 
much of the time, seek it from an Anglo. Anglo practitioners in 
the Southwest thus frequently number among their patients 
Spanish-speaking persons who bring to the relationship attitudes, 
values, and a point of view that are different from theirs and that 
sometimes interfere with the giving of what they consider to be 
good professional care. 

It is this situation that provides the focal point for the present 
study. Its purpose is to provide factual information and enough 
additional references to enable the Anglo practitioner to know 
something about the demographic, cultural, and historical back- 
grounds of his Spanish-speaking patients. It will indicate areas 
wherein differences in knowledge, beliefs, values, and attitudes 
between Spanish-speaking patients and Anglo practitioners may 
interpose barriers to effective interaction. It will describe some of 
tlie healing ways historically and currently used by Spanish- 
speaking people and attempts to assess the meaning of these for 
the work of various types of Anglo professional or subprofcssional 
workers in the field of health and illness. And, finally, it will 
attempt some generalized statement of the difficulties inherent in 
giving medical care to groups culturally or subculturally dif- 
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ferent from those by whom the care is given and seek to state 
some possible implications for medical education. 

The people of 1407 Felicity have been introduced and briefly 
described. The task now is to relate them to the larger popula- 
tion group of which they are a part so that we may have a basis 
for understanding who they are, where they came from, and how 
they acquired some of their characteristics. 



Chapter II 


LA GENTE DE LA RAZA 


The SPANISH-SPEAKING PEOPLE OP THE SOUTHWEST are not an easy 
group to delimit or define. It is almost impossible to find any 
single criterion by which they can be distinguished from the 
larger population among whom they live. They are not exactly a 
racial group, although they frequently refer to themselves as 
la razt^ and, in moments of impassioned oratory, have been 
known to make glowing reference to the qualities of the “Mexican 
race.” They are certainly not a nationality group. Many arc 
United States citizens by birth and have never had any political 
allegiance to Mexico. Others, who once were Mexican nationals, 
have become naturalized citizens of the United States. And still 
others think of themselves as Mexicans and continue to be legal 
subjects of Mexico. Nor can the group be said to be culturally 
homogeneous. Some include among their cultural equipment 
traits that can be traced back to pre-Spanish Indians. Some re- 
tain the folkways of isolated Rio Grande villages. Some exhibit 
many of the characteristics of urban-industrial populations. Even 
the term “Spanish-speaking** is misleading, since some do not 
speak Spanish at all, and others, fluent in both English and 
Spanish, prefer to speak the former. 

Although it is difficult to find a set of criteria for precisely 
defining them, the Spanish-speaking people, vie^ved as a group, 
do have characteristics that distinguish them from the Anglo pop- 
ulation. Physically, they arc easily identifiable because of their 
common, but by no means uniform, genetic inheritance from the 
populations of sixteenth- and seventeenth-century Spain and 
various North American Indian tribal groups. Socially, they 
possess a variety of combinations of cultural traits that can be 
traced to Spain or Mexico and that arc not generally shared by 
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Anglos. Psychologically, they tend to identify themselves as mem- 
bers of a distinct group and to be so identified hy Anglos.^! Sub- 
jectively defined, the Spanish-speaking people are those who 
think of themselves as “we” in response to the labels “Spanish- 
yeaking,” “Mexican,” "mexicano,” “Latin-American,” “Spanish- 
Amencan,” and similar terms and are thought of by Anglos in 
terms of “they” in response to these identifying symbols. The 
criteria used on both sides in making these subj'ective identifica- 
tions are usually multiple rather than single and include such 
characteristics as physical appearance, name, language, dress, 
place of residence, and general deportment, most of which con- 
vey cultural or subcultural meanings to everybody. 

^though some Anglos tend to think of Spanish-speaking peo- 
ple in terms of a few oversimplified stereotypes, there is as wide a 
range of both physical and social characteristics among them as 
in any large population aggregation. There are many persons 
with light-colored skin, hair, and eyes among the Spanish- 
speaking as well as those whose darker coloring has been the basis 
for one of our popular stereotypes.* 

While there are common physical and cultural factors that 
serve to draw together the Spanish-speaking people and give 
them a basis for a feeling of identity with one another, other 
factors operate to lessen their cohesion, weaken their sense of 
identification, and split the larger group into smaller fragments. 
Differing historical traditions, diflfering political alignments and 
^egiances, and differing social and economic circumstances are 
powerful forces for reducing their sense of unity and for develop- 
ing in some of them characteristics that set them apart. Thus, 
while at times there are strong feelings of identity and solidarity 
among all factions within the larger group, there are also times 
when a part of the group will react with bitterness and hostility 
against another part.^ Spanish-speaking New Mexicans, for ex- 
ample, have been known to show antagonism toward recent 
comers from Mexico. In one New Mexican town some years ago, 
citizens of Spanish-speaking descent actually threatened Mexican 
nationals who had been brought there for railroad ^vork. Wet- 
backs, Mexican citizens ^vho have illegally entered this country. 
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arc resented by residents, who regard them as an economic 
threat. The somewhat turbulent history of such a “national” 
organization as the League of United Latin American Citizens 
reveals the extent to which disagreements, differences in point of 
view, and lack of effective cooperation arc possible within the 
larger group of Spanish-speaking people. 

SUBGROUPS AMONG THE SPANISH-SPEAKING POPUUTION 

Within the total Spanish-speaking population there are at 
least three major subgroups, each of which has somewhat distinc- 
tive genetic and cultural characteristics. Like the larger group, 
these subgroups arc far from homogeneous in terms of any single 
characteristic, but members do tend toward certain similarities in 
appearance, behavior, point of \dcw, and place of origin that 
scrv'c to difTcrentiate them from one another, both from the 
standpoint of the subjective feelings of members of all three sub- 
groups and from that of an outside obscn’cr. Although they have 
much in common, each subgroup has had a somewhat dificrent 
history and is more or less closely Identified with a definite geo- 
graphic area. No studies have been made to confirm the impres- 
sion, but it is probable that, even where members of different 
subgroups live in close phy'sical proximity, they tend to associate 
more frequently and more intimately with members of their own 
subgroup than witli those of another. 

Hie three subgroups that wc shall examine in some detail arc 
the Spanish-Amcricans, tlic Mcxican-Amcricans, and the Mexi- 
cans. It is because of the need to distinguisli between these groups, 
and yet at the same time have some inclusive term, that it is nec- 
cssnr}' to use the asvksvard phrase “Spanish -speaking peopJr/’ 
Tlic terms “Sp.nnish-American,’* “Mcxican-Amcrican,” and 
“Mexican" arc not precise and all three arc loosely used through- 
out the Southwest. In mucli of Texas, for example, any natively 
Spanish-speaking person is likely to be thought of as a “Mexi- 
can," although on fortruil occasions what is considered n more 
flattering term, “I-atin-American,** nay often be used. In Nesv 
^^ex^co and pans of Colorado, natively Spanish-speaking pciwns 
arc nrferret! to as “Spanish-Americam" regardless of their origin, 
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citizenship, or subjective identification. In formal writings the 
term “Hispano” is sometimes used to designate either the entire 
Spanish-speaking group or one of the subgroups. But in spite of 
the imprecise way they are used, the terms do have descriptive 
value and some usefulness. 

The Spanish-Americans were never legally Mexicans, except 
for the brief period between the time Mexico won its independ- 
ence from Spain (1821) and the signing of the Treaty of Guada- 
lupe-Hidalgo (1848), a period during which there was relatively 
little contact between the isolated Spanish-American communi- 
ties and Mexico. Spanish-Americans do not think of themselves 
as Mexican and tend to resent being so designated. Mexican- 
Americans, on the other hand, having been bom in Mexico 
themselves or being the children of parents or grandparents bora 
in Mexico tend to have a sense of identification with that country 
which may be expressed, at the one extreme, through a vigorous 
and self-conscious championing of all things Mexican, or, at the 
other, through a relatively mild form of participation in the cele- 
bration of Mexican national holidays. Recent comers to the 
United States, the Mexican group are legally Mexican citizens 
and consider themselves Mexicans. They, and to some extent the 
Mexican-American group as well, want to be referred to as 
Mexicans and at times may resent being called Spanish-American 
or Latin-American. 

Spanish-Americans 

The Spanish-Americans* are descendants of colonists %vho Ix- 
gan to come into the Middle and Upper Rio Grande valleys with 
Juan dc Onate in 1598, moving in behind the priests and soldiers 
of earlier expeditions. In the river vaUeys ^vhe^c the presence of 
water made settlement possible, small, precariously rooted com- 
munities were established — San Gabriel, Santa Cruz, Santa Fc. 
For the first few generations, growth of the communities 
small, and the number of communities increased scarcely at all. 
The first colonizing effort was ended in 1680 by an Indian upris- 
ing and the subsequent retreat of the colonists to El Paso. A new 
effort at settling the area began with the rcconquest by Diego de 
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Vargas in 1692. Old communities were reestablished and new 
ones founded, both to the north and south of the area of original 
settlement.® 

Throughout the eighteenth century and during the first half of 
the nineteenth, a slow trickle of setders moved up the Rio Grande. 
But the number was never large and 250 years after the founding 
of the first community at San Gabriel, there were only about 
60,000 Spanish-speaking people in the area, living mainly in 
small, highly self-sufficient, agricultural communities. The pro- 
portion of women to men among the incoming colonists was low, 
so that, particularly in the early years of settlement, wives were 
sought among the indigenous Indian populations of the region. As 
communities increased in number and population, it became pos- 
sible to obtain a wife cither within one^s own commum’fy or in 
a similar one, and the practice of taking wives from among the 
Indians gradually diminished. 

Since the early i8oo*s there has been practically no inter- 
marriage between Spanish-Americans and Indians, and the 
Spanish-Americans have been a highly endogamous group. From 
the time of their earliest contacts there has been some intermar- 
riage between Anglos and Spanish-Americans, but, even though 
neither group has had any strong pattern of disapproval, the 
proportion of cross-cultural marriages always has been small. 
Thus, the Spanish-American of today is' the genetic descendant of 
at least Uvo population stocks: the people of sixteenth- and 
seventeenth-century Spain and Ne»v Spain, themselves already 
people of diverse genetic background, and the Indian inhabit- 
ants, both sedentary and nomadic, of the areas into which the 
Spaniards came.^ Inasmuch as immigrants from New Spain and 
Mexico who came into the Southwest in the seventeenth, eight- 
eenth, and nineteenth centuries were in part descendants of In- 
dians living in what is now Mexico, the proportion of Indian 
genetic characteristics in the present Spanish-American popula- 
tion is fairly large. However, because of the endogamy practiced 
in Spanish-American villages since at least the early nineteenth 
century, the Indian genetic inheritance of the Spanisli-Amcricans 
is probably less than Uut of Mcxican-Americans and Mexicans. 
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The Spanish-Americans of today, even when living in Anglo 
urban environments, still retain some of the cultural character- 
istics developed in the villages of New Mexico and southern 
Colorado and to tmderstand them one must know something of 
village life. 

Probably the outstanding characteristic of the village com- 
munities was that of isolation.* Largely cut off from contacts with 
the outside world because of the difficulties of transportation and 
their own unimportance, the villagers worked out an adaptation 
to their semi-arid environment that enabled them to live, if not 
abimdantly, at least securely. The pattern of settlement, brought 
from Spain, included a central plaza on wluch stood tlic church, 
other public buildings, if any, and the houses of some of the 
families. On streets leading from the plaza were the remainder of 
the homes. Surrounding them were storage sheds and corrals for 
^nimalsj beyond lay the agricultural plots in which villagers grew 
their squash, corn, wheat, beans, chiles, fruit, and, sometimes, 
cotton. And beyond the fields were common lands used for graz- 
mg, for recreation, and as a source of building materials and fuel. 
Title to land derived from grants made by the government of 
Spain, sometimes to individuals, sometimes to colonizers, some- 
times to communities. Some of tlic lands of New Nfcxico arc still 
kcld under community o^vncrship.* 

From the first the villages were economically self-sufficient. 
They had to be, since the only convenient source from which 
‘Anything might have been obtained >N’as the Indian population, 
and they, living under much the same circumstances, had little 
to give.*® The basis of the economy was agriculture, supplemented 
by a liiUc cattle- and sheep-raising. What surplus there abm e 

the immediate needs of the Wllagcrs was sent \rith mfiviucnt 
^fpeditions to Mexico to be traded for metal utensils and imple- 
ments, glass, guns, coffee, and other ncccssao* i»enw ‘kni rould 
not be produced locally. Houses, churches, and other bujldingi 
"•ere made from the soil as they arc today, the roofs supported by 
^'sas or roof beams made from unsqu.”ircd pine logs cut from the 
mountain slopes. Trade within and bclurcn commtinjtia svas 
*mall, and most of it was conducted on a barter basis. . fonrj' and 
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commercial enterprise played little part in the lives of the people. 
There was no tax on land. The products of the land were taxable, 
but the tax was payable in kind rather than money and, on com- 
munity grants, responsibility for payment devolved upon the 
community rather than on the individual. Few people had any 
money; virtually nobody needed it. In the village the economy 
was semi-communal. Land was cultivated by family groups and 
since, in a given village, nearly everyone \vas related, the fortunes 
of all tended to ebb and flow together. Tools and equipment ^vere 
freely borrowed; both labor and products were shared. And thus, 
although the village community was highly self-sufficient, the 
individuals in it were not. The economic unit was the community, 
not the individual. 

Generations of isolation enabled the villages to develop a social 
compactness and strong social oiganization which, until very 
recently, made them highly resistant to change. The family and 
the church were the basic institutions around which village life 
was centered,” The family unit \vas the large, extended family 
made up of several generations. Authority was vested in the older 
males; respect in word and deed was expected from and given by 
females to males and by the young to the elderly. Young men 
brought their brides into the family group, frequently building an 
apartment-like extension on the family dwelling as quarters for 
themselves. Marriage %vithin the community >vas frequent; mar- 
riage outside was less common and when it occurred it was nearly 
always between members of communities situated fairly close 
together. The family and the village came to be almost synony- 
mous,” and individuals were identified as much by the commu- 
nity in which they lived as b>’ family name. 

The religion was a simple and dc\'out Catholicism which, like 
the family relationship, permeated all aspects of village life. To 
many of the villages priests came only infrequently, so that the 
construction and care of the church, the conduct of services, and 
the organizing of ceremonial observ'anccs became the function of 
laymen.” Each village had its special patron saint whose image, 
usually the creation of a village craftsman, had a place of promi- 
nence in the church. Saints’ days v^-crc observed vsith appropriate 
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ceremonies, including both religious and secular activities. Re- 
ligion provided sanction for the affairs of the villagers and solace 
for their misfortunes. Since the religious congregation and the 
secular community were synonymous, the church provided an 
additional integrative influence in the community. And since 
religion was not a thing apart but an omnipresent component of 
each activity, it also served to unify and integrate the total life 
of the community. Planting and harvest; birth, death, and mar- 
riage; sickness and health; recreation; leadership and authority 
patterns were all invested with religious significance and asso- 
ciated with religious ritual, so that religion formed the core of all 
institutional activity. 

A third institution, probably somewhat less significant than 
family and church as an integrative influence in the Spanish- 
American community, but one that has had a considerable effect 
on the ability of Spanish-Americans to adjust to the demands of 
Anglo culture, was the pairSn system.*^ The patron was a person 
with whom the villagers assumed a reciprocal relationsliip of 
mutual assistance and dependency. A large landowner, a person 
of wealth, an influential politician — anyone with prestige, power, 
resources, and a sense of obligation toward a given community 
might become a palT6n. From him the villagers expected favors in 
time of misfortune; to him they gave such evidences of loyalty 
and support as he might demand. In a sense the palr6n was the 
secular counterpart of the patron saint. His position conferred 
certain privileges, but it also entailed obligations. He lent monc>’, 
gave advice, served as godfather to children, and performed other 
services. \VhiIc he behaved in accordance with what was ex- 
pected of him, his position was secure. But the rclaUonship wm 
essentially a reciprocal one, and if he failed to live up to us 
institutional role, he did not long remain as/^a/r^n.” 

Leadership in the Spanish-Amcrican villages was instituuonal 
rather than personal. A person became a leader bcc.iu5c of who 
he was, not because of what his personal cliaractcristja 
Family position, age, and the abUity to speak well in pub ic-the 
last named an almost universal diaractcnstic in the villages 
were the chief determinants of leadership. Actu.nlly tlicrc was 
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very little for any leader to do. For most contingencies that arose 
there was already a well-established pattern of response, and the 
necessity for making major decisions was small. Deviant behavior 
was not common; hence, there was almost no need for specialized 
law-enforcing agencies. Since the family and the community 
were frequendy almost coterminous, the informal controls by 
which order and continuity were maintained in the family served 
for the community as well, and there was litde need for any 
formal governmental organization. Conformity and obedience to 
custom were the rule. Having found a way of life with survival 
value, the Spanish-American villages continued it generation 
after generation. The old ways worked; innovation might not. 
It was better to be safe. And so change of any sort came to be 
feared and mistrusted. In the culture there was little place for 
personal initiative or private aggressiveness. One acquired status, 
prestige, and esteem by conforming to community expectations. 
In time, if one were of the right sex and belonged to the right 
family, one might attain a formal or semi-formal position of 
leadership. If not, it was of no great concern. The privileges were 
few, but so were the responsibilities. Leadership was nothing to 
aspire to; neither was it anything to shun. Certainly there was 
not, as there is among Anglos, particular emphasis on leadership 
or any pressure on the individual to develop and exercise leader- 
ship characteristics.** 

Education was largely a matter of informal indoctrination. 
There was no emphasized concept of progress and hence no need 
for the acquisition of new knowledge. All that a person needed to 
know to live successfully in the village could be acquired through 
the informal processes of socialization. The child listened, ob- 
served, and asked questions. From the conversations of adults, 
from the common store of group knowledge, and from observing 
the behavior of his family and friends in all kinds of situations, the 
child learned the essentials. There ’v>'as no literary tradrdon and 
Wrtually no knowledge of reading or >vrit:ng. Very rarely, and 
then only in the larger communities, were there schools, and 
^vhat few adsted taught little that was of value to a person living 
in a village. 



LA GENTE DE LA RAZA 


51 


A point of strength in the social organization of the villages 
lay in the range of relationships everyone in the community had 
with almost everyone else. To the basic fact of family kinship was 
added joint participation in reli^ous, economic, recreational, 
and other types of actiwties, so that everyone had an opportimity 
to know his community fellows in many roles. Privacy ^vas al- 
most impossible; the incidents of each individual’s life, his feeling 
about them, and his activities were open to everybody. Since 
all shared the same general knowledge and the same philosophy, 
communication was easy and opportunities for misunderstanding 
few. Each person had not one but several relationships wth every 
other person, so that the whole village was tightly knit together 
by a series of interlocking roles. 

The rhythm of life was slow. The pattern of activity ^vas gov- 
erned by seasonal rather than daily changes. Nothing in the daily 
routine was very compelling as long as the seasonal activities of 
planting, crop-tending, and harvesting were carried on. The rate 
of social change was also slow. One year was much like another 
year, and there was no need to be much concerned about time. 
Tlic focus of attention was the present. There was nothing very 
memorable in the past to be recalled. There was no particular 
expectation of the future. Villagers lived in the present and did 
what needed to be done or what was pleasant to do at the time 
they were necessary or pleasant. 

crises of life were familiar to all— birth, death, mamage, 
disease, poor harvests, storms — and the patterns for meeting them 
were also familiar. Around one in time of crisis were the family, 
the community, Uic churcli, and, if necessary’, the f>atr6n to gwe 
comfort, support, and assistance. No one faced a crisis alone, o 
one ever needed to feel uncertain about what should be done to 


handle a crisis situation. , 

In many respects, the Spanish-Amcrican rillaga 
the idcal-tVT>c folk culture as formulated b>- Robert 
Among the cliaractcristics of a folk soacty, as des<Ti , 

field, were Uiesc, which arc highly dcscriptiw of the Spanuh- 
American village as it c-xisted tliroughoul mucli of the nineteenth 
century: a smaU populadon aggregadon in whidi, 1)7*^011)', 
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everyone knows everyone else; a high degree of isolation from 
other cultures; communication by oral rather than by written 
symbols and little communication of any kind outside the imme- 
diate group; a homogeneous population wth relatively little 
division of labor; a slow rate of social change; the predominance 
of sacred rather than secular symbols and values; a simple tech- 
nology; economic independence based on a subsistence economy; 
and a strong sense of group identification. 

For nearly 150 years after the founding of the first settlements 
little or nothing happened to break the isolation of the Spanish- 
American villages. For another hundred years the villages re- 
mained relatively unaffected by outside events, although things 
were happening that eventually were to have tremendous conse- 
quences for their way of life. Independence from Spain and the 
Mexican rule that followed went almost unnoticed in the Rio 
Grande villages. The change from Mexican to United States 
citizenship caused little excitement, except in a few of the larger 
communities that were immediately thrown into contact with 
Anglos. Political changes in the past had meant only new admin- 
istrators and had not significantly affected the status of village, 
family, or individual. There was little reason for the villagers to 
feel that the new changes were any more important than those 
already experienced. 

But they were soon to learn differently. The acquisition of the 
Southwest by the United States brought po^verful forces to bear 
upon the isolated and stabilized villages of the Spanish-Ameri- 
cans.** Economic competition of a nature and scope far beyond 
the experience of the villagers was introduced. Ne^v concepts, ne\v 
values, and a new language appeared. Money taxes were insti- 
tuted; business relationships changed in nature and became more 
pervasive. Sharp practices and legal technicalities, based on an 
entirely new system of law that was perplexing to the villagers, 
began to take their toll of the economic resources. One after 
another of the land grants was lost and xillage resources conse- 
quently were reduced. Grazing lands passed into the hands of the 
Anglos and were fenced. Forest lands were placed on a restricted 
use basis. The free public range disappeared. Unfortunately, 
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these changes came at a time when the Spanish-American popu- 
lation was expanding and more rather than fewer resources were 
needed. Faced with a declining resource base and a growing need 
for money, the villagers were forced into wage work to supple- 
ment the income from their land. In increasing numbers the men 
left their villages to become sheepherders in Utah and Wyoming, 
beet workers and miners in Colorado, railroad laborers wherever 
they could be used. The depression of the 1930’s ended these job 
opportunities for a time, and the Spanish-Americans were forced 
back into their villages which by then had sufficient resources 
to care adequately for only about a quarter of the population. 
Through the depression years, governmental relief funds kept the 
villages going. In the Upper Rio Grande Valley, 60 per cent of 
the rural families received relief in some form during the years 
1 935 and 1 936.” World War II, with the draft of young men for 
military service and the opening of employment opportunities in 
war industries, relieved the pressure of population on resources. 
At one time during the early years of the war it was estimated 
that two out of every three of the adult males from the villages of 
the Rio Grande were either serving in the armed forces or work- 
ing outside the state,*® The end of hostilities brought a continua- 
tion of both the draft and the opportunities for well-paying work. 
Vast governmental projects at Albuquerque, Los Alamos, and 
White Sands have made it possible for many rillagers to have 
good jobs and continue to live in the communities where they 
were born. 

But the communities are not the same as they once were. Ine 
changes begun in the middle of the nineteenth century an in- 
tensified somewhat in the early years of the tivcntieth have been 
accelerated enormously during the past twenty years. The e- 
pression of the igao’s first sharply focused attention on the eco- 
nomic and other problems of the Spanish-Americans, brought 
realization of the fact that little assistance had been given them m 
the difficult process of adjusting to an entirely new culture, and 
introduced a pattern of dependency on governmental agcnci« 
that to an extent still plagues u-elfare administrators. World 
War II, through the draft and increased svork opportuniucs. 
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again took large numbers of persons out of the villages and into 
areas, where, cut off from village influences, they could have new 
types of experiences and learn new ways and new values. The 
G.I. Bill of Rights at the end of the war, for the first time, enabled 
Spanish-Amcrican boys and girls in large numbers to attend col- 
lege.*^ In addition to their influence on the villages, these forces, 
together with others that could be mentioned, are combining to 
bring Spanish-Americans, historically a rural people, into urban 
areas in large numbers and consequently into new situations 
involving increased contacts with Anglos.** 

The changes that have occurred in villages and villagers arc 
tremendous. They have taken place in a relatively short time and 
in an uneven fashion. Some of the more remote villages have 
managed to retain a good proportion of the old way of living. 
Some that arc close to Anglo-dominated urban centers have lost 
practically all of their old culture. But culture is a hardy plant 
that docs not wither easily, even in a hostile environment. And 
a couple of generations is a short time for a people to lose all its 
cultural heritage, even under the most adverse conditions. So it 
is not surprbing that many of the characteristics of the Spanish- 
Amcrican rillagc culture still survive in some form in the rillagcrs 
and their children, even though they may live on Felicity Street 
in the middle of Arcadia. 

Aiexicon-Amer/cons 

Mcxican-Americans” arc culturally similar to Spanish-Amcr- 
icans, although there arc some noticeable difTcrcnccs. Both 
groups have virtually the s.imc genetic b.-ickground, but tlie 
hIcxican-Amcricans probably derive a larger proportion of 
their phpical characteristics from Indians than do the Spanbh- 
Amcrienns. Both arc cultural descendants of a village way of life 
in which c!\aractcrbtics of aggression, competition, individual 
responsibility, and initiative were not highly developed and in 
which acceptance, resignation, cooperation, and the subordina- 
tion of the individual to the community group were cmpluisircd. 
Both, libtorically, have lived in an agricultural economy and 
under .n scmi-fcudal t>Tx: of social and economic organization. 
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For both, the extended family, the church, and the patrSn system 
were the institutions around which life was organized. But the 
Spanish-Americans became citizens of the United States by mili- 
tary conquest, which involved no initiative on their part, no 
immediate necessity to change their way of living, and no break 
with their cultural tradition or change in their place of residence, 
whereas the Mexican-Americans are people who left their familiar 
surroundings on their individual volition and have come to live 
in an alien land.“ 

The Spanish-Americans, even though they live in Anglo cities 
far from the villages where they or their parents were born, tend 
to have ties with their cultural past that give them some degree of 
stability, some security, and a feeling that there is a familiar 
world to which they can return if the need arises. Many, indi- 
vidually or through their immediate families, retain title to their 
ancestral lands. Many have relatives in the extended family 
group who continue to live in their village and with whom they 
can maintain contact. Between jobs in Anglo cities, many return 
to live for a time in familiar surroundings and renew ties. And 
many have, among their neighbors or friends in the city environ- 
ment, family members or acquaintance with whom they can feel 
culturally at ease. 

For the immigrant generation of Mexican-Americans few of 
these stabilizing influence exist. They are cut off from their place 
of origin by distance, by the costs of travel and the difficulties of 
communicating across an international boundary, by their own 
frequent inability to read or write, and by the new ties they h^''® 
established and the new ways learned here. Having come indi- 
vidually or in small, immediate family groups from a broad area 
in Mexico and being more widely dispersed throughout the 
Southwest than the Spanish-Americans, the Mexican-Americ^ 
have not the same opportunity for close contact with the familiar 
elements of their culture that the Spanish-Americans enjoy and, 
consequently, are subjected to a greater degree to the impact of 
Anglo acculturating forces. At least two factors, however, operate 
to cushion the cultural shock. One is that Mexican-Amencans 
tend to live reasonably close to the border and are thus able to 
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maintain, through contact with newcomers and through Mexican 
movies, radio programs, newspapers, comic books, picture maga- 
zines, foods, manufactured or handcraft products, and other cul- 
tural elements, some touch with the broad culture of Mexico, if 
not ahva>’s >vith the unique elements of their own particular place 
of origin. A second factor is the tendency of Mcxican-Americans 
to seek their own kind and to live together in separate, distin- 
guishable neighborhood and community groups, in whieh the 
opportunity for interaction with other Mcxican-Americans is 
multiplied and the necessity for mingling with Anglos consider- 
ably reduced. 

The Mcxican-Americans arc for the most part former Mexi- 
cans— and their descendants— who came to the United States 
between tgoo and the early 1930’s. They came for a number of 
reasons. Some were motivated by the disturbances of (he Mexican 
revolution which began in 1910 and caused unsettled conditions 
for many years. Some were attracted by what seemed to be belter 
job opportunities in the United States. Some were recruited to 
help produce food and maintain the railwa>*s during World 
War I. Some came to join their families. They came slowly at 
first, fewer than a thousand in the entire ten years before 1900. 
In igio, some 20,000 came. In 1924, a hundred thousand crossed 
the border. By 1930 more than a million Mc.xicans had come to 
the United States legally or illegally.” 

And then, in the 1930’s, the stream rexersed itself. The emer- 
gency' had passed ; jobs were scarce; the Mexicans were no longer 
needed. Tlie workers who had picked cotton around Las Cruces 
and Phoenix; who had lopped beets in ^Vdd County, Colorado; 
who had picked grapes near Fresno, oranges in Los Angeles 
County, melons in the Imperial Valley, loadeel their belongings 
and their families into jalopies and wagons and headed back for 
Mexico. About 300,000 of those who had come so hopefully, 
»Tnt or KTn: sent back." But the majority stayed. Tlicy stayed 
Ijccause tljc>’ wanted to; because their children iiad been bom 
here and urre citizens; because lltcy still wanted for thetmeives 
and their children the adtantages of li«m; in ti.c United States; 
and, in manyrmstanccs, because they wTre inconspicuous cnoush 
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or skillful enough to escape the attention of the Immigration and 
Naturalization Service, 

Many who stayed moved into cities and remained there. Some 
opened business enterprises and acquired Anglo skills. Some 
joined unions and became skilled workers. Some went to school 
and received professional training. Some became prosperous. But 
these did not constitute a great proportion of the total group. 
Most of those who went into cities have continued to live in 
colonias or barrios^ segregated slum and near-slum areas. Many 
have remained relatively unskilled, unfamiliar with Anglo ways, 
uneducated, unhealthy. Among them are the slum dwellers of 
El Paso, San Antonio, Dallas, Denver, Tucson, Phoenix, Los 
Angeles, and other cities where there is a concentration of 
Mexican-American population. 

The children and grandchildren of the original migrants 
inherited some of the cultural characteristics of their parents and 
grandparents, and of the laigely Spanish-speaking communides 
in which they live. They have also been exposed, in varying 
degree, to many Anglo cultural elements. They are th^ caught 
between two cultures whose values and ways are sometimes con- 
tradictory. They see their parents and pandparents behaving in 
one way and Anglos in the community behaving in anothp. 
They are taught one set of values and practices at home and quite 
a different set at school. And so they are frequently disorganipd 
and confused, not quite knowing what they want or how t ey 
might get it if they did, unable to understand fully or follow the 
ways of their parents, but equally unable to break away from 
them entirely. Many of the parents, particularly those who grew 
up in the semi-feudal environment of rural Mexico, spea 
Spanish at home, feel uncomfortable when they have to use 
English-if they can use it at aU-and tend to cling to the cus- 
toms and ways of living associated with the Mepcan pattern. 
They believe in strong, closely unified families and in the “crcise 
of parental authority and its unquestioning acceptance by the 
children, and they wish to perpetuate these and other patt^ 
that to them represent security, familiarity, and satis apion. 
chUdren, on the other hand, Icam to speak English and to 
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recognize the advantages of using that language in the United 
States. They leant also much about the Anglo way of living— the 
freedom of children from close supervision by the home, the kinds 
of satisfaction to be found outside home life, tlie dependence on 
money and commercialized entertainments, the freedom allowed 
adolescent girls. Tltcy become impatient with and scornful of the 
wa^’s of their parents, seeing them as outmoded. They arc resist- 
ant to the institutional controls of the old culture, but have not 
yet internalized or become subject to the controls of the new. 
Carrying as thc>' do the burden of the transition from one culture 
to another, they need more guidance, more supervision, more 
help from Anglo agencies and institutions than do Anglo cluldrcn 
of comparable age. But diis, except in rare instances, they do not 
get** 

Many Mcxican-Amcricans remained in agriculture, partly be- 
cause that was all they knew when thc>' came and partly because 
we did not provide them with much opportunity to learn any- 
thing else. Tilts group still Includes among its numbers many 
migrants for whom mobility has been a powerful factor in retard- 
ing acculturation. Tlicy still pick cotton in Texas and Arizona 
and New Mexico; still harvest fruit and lettuce and melons in 
California; still tend sugar beets in Colorado. And thc>* arc still 
strangers, cvxn though some of them have resided in the United 
States for many years. Tlicy live in shacks on or near the hand 
whicli ihe^* work, isolated from the communities through which 
thc>’ pass.^ llicir children often toil beside them in the fields. 
Stale and federal laws prescribe that the children cannot work, 
tluit thc>* must be in schools, but few communities enforce the 
law for children of migrant workers. In winter, when the crops 
arc in, many of the migrants return to f.imiliar communiiics in 
the border areas or movx into cities to live with others of their 
kind in slums and shacktov'iW, still largely isolated from the life 
of the community. Their chiUlrm, like tho<e of die city-dMelling 
group, also live between w-orldt. kmne nothing of 

Mexico, since most of il-.rm liavT never been tlierc. Tlie>' krsow 
almost ai little of the Unitctl States, since, except in a narrow 
phpical seme, few havr ever been t!i-re eitl^er. 



59 


LA GENTE DE LA RAZA 
Like the Spanish-Americans, the Mexican-Americans are 
faced -with a double problem of acculturation.’" If they 
easily into Anglo culture and participate fully in bot t e 
privileges and responsibilities of that culture, they must m e t e 
transition from a way of life derived from a south mopean 
tradition of several hundred years ago, strengthene an sta i 
lized in isolation and enriched vdth elements from various or 
American Indian groups, to one stemming from a nort wes era 
European tradition but which has developed umque e 
a result of more than two centuries of borrowng an a ap a 
from many cultural streams. At the same time t ey mus ™ 
the transition from a rural folk way of life wit its 
set of values and relationslups to that of at' nfp tn the 

ciety in which nearly everything from the ° . j 

relationships between parents and children is very i 
those changes are not easy to make.*^ A^^rirans 

Some among both Spanish-Americans and exi . 

have made the transidon exceedingly well and others 

tinguishable from the Anglos among whona ey • 

have barely begun m change and sUU retam f J^e 

characteristics of their old culture. But even e m ... j 

turated of the Spanish-speaking group retam 

ments of their “Spanish’' cultural heritage and ^ 

aceultnrated Spanish-American or LL 

ready taken on some Anglo eharactensUes. 

among both groups a tendency for the most acc They 

draw from contacts with the group from w y p.p_ijsij 

tend to live apart, cultivate Anglo 

minimize family relationships, and pursu Anrrln culture de- 
goals. Others who are able to move fr^Iy in or 

Uberately hold onto some elements of their p laneuagc on 
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to improve conditions for the less acculturated. A worry common 
to many of the latter is that in the transition all of their “Spanish” 
culture will be lost and that they will, consequently, become “like 
those gringos.” That this fear is unwarranted can be seen in the 
experiences and present status of the small but growing group 
who are at case in both cultures. Although largely Anglo in their 
way of living, their values, and their relationships, these indi- 
viduals use both Spanish and English fluently, know the cultural 
ways of both groups, and maintain an identification with their 
Spanish heritage while efTectivcly participating in Anglo culture. 

Alexicons 

Biologically and culturally the group we shall call Mexicans** 
is similar to the Mexican-Americans. The principal points of 
dificrcncc are that the Mexicans are more recent comers; that 
most of them arc in the United States illegally** or, as in the case 
of agricultural contract workers, on temporary permits; and in 
general that they expect to return to Me.xico. 

Probably the largest proportion of the Mexican group are wet- 
backs, illegal aliens who have crossed the border to seek >vork in 
the United States and to take advantage of the relatively high 
wages paid here. Members of this group are found in large num- 
bers in the tier of counties bordering Mexico and in areas reason- 
ably near the border that require scasona! agricultural labor. An 
undetermined number move out of the border area to seek work 
elsewhere in the Southwest and throughout the United States. 
Once away from the border the chances of being picked up by the 
Immigration Scn'icc arc not great, and it is probable that a 
sizable proportion of the group we lui\'c called Mcxican-Amcrican 
arc former wetbacks wlio elected to remain in the United States. 
liractros, or contract workers who arc brought in legally and 
temporarily under the terms of international agreements between 
the United States and Me.xico, arc guaranteed a stated amount 
of work at a specified place and at a specified rate of pay. Their 
employer obligates himself to furnish transportation, food, and 
lodging that must meet standards specified in ilic international 
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agreement, and also to post a bond for each worker contracted 
for, guaranteeing that at the end of the contract period the worker 
'vill be returned to Mexico. A small proportion of the contract 
workers leave their places of employment without the knowledge 
or consent of their employers. Some of these may remain in the 
United States, if they are not picked up by the Immigration 
Service. Others return to Mexico voluntarily. 

Like the first generation Mexican-Americans, the Mexicans, 
whether wetbacks, bracerosy or legal entrants, tend to come from 
the interior of Mexico.^* In addition, there is a commuting group, 
who live on the Mexican side of the border but regularly cross 
oyer— usually with official permission— to work in the border 
cities on this side. The migrants from the interior are mostly 
young adult males; a good proportion of them are married, but 
only a small number bring their wives and children along. Al- 
though the majority come in search of agricultural work in the 
United States, some are able to find employment both as skilled 
and unskilled workers in a variety of occupations. No penalties 
nre assessed against employers hiring wetbacks, the only incon- 
venience being that of having their workers picked up at any mo- 
tnent and sent back across the border. Nor, except in rare in- 
stances, is the wetback himself subjected to any penalty. If appre- 
hended, he is usually given the option of leaving the United 
States “voluntarily,” which means that he is taken to the border 
by the Border Patrol and started across an international bridge. 
Once on the other side he can, if he wishes, promptly return to 
his job here, running only the risk of again being picked up and 
given a free ride to the border. 

Relatively few of the gp'oup we shall call Mexicans** have had 
more than two or three years* schooling and most of them are 
functionally illiterate in the sense that they cannot effectively 
read or write, although they may be able to >vrite their names and 
read very simple materials. Few can speak English well, but those 
Who repeatedly cross the border acquire some understanding of 
the language. They come largely from isolated ranchos, haciendas 
or ejidos, smaU agricultural settlements located on an area of 



62 


CULTURAL DIFFERENCE AND MEDICAL CARE 


cultivated land, or from small agricultural and service communi- 
ties of three thousand persons or fewer.®® They come largely from 
portions of Mexico that have been relatively little affected by the 
industrial revolution that has for some years been transforming 
that country. As a consequence, they have little familiarity with 
the type of urban-dominated industrial culture they enter. With 
scarcely any education, no command of English, few resources, 
and limited occupational skills, their prospects for improving 
their economic and social status in this country are not good. 
They are hired for the least skilled, lowest-paying jobs, fre- 
quently seasonal in nature. Their housing, particularly if they are 
agricultural workers, is usually bad, frequently being no more 
than a brush hut on the banks of an irrigation ditch or a shack 
thrown together out of odds and ends of old lumber. With the 


protection of an international agreement and a contract super- 
vised by two governments, bracerosinxt better than wetbacks, who 
are protected by no one. Being here illegally, the wetback has no 
rights and is fair game for exploitation. He is not entitled to wel- 
fare, health, or educational services; he cannot claim compensa- 
tion in case of injury on the job; he cannot seek the protection of 
the police or the courts if his person or property is violated. 

Even to a greater extent than cither Spanish-Americans or 
Mexican-Americans, the Mexican in the United States is de- 
prived of opportunities for an extensive range of contacts with 
Anglos. Wetbacks have few relationships with Anglos other than 
their limited dealings with Anglo employers and Immigration 
Service officials. They live in camps located near the fields m 
which they work or in towns, in small shacks built at the rear end 


of lots in sections inhabited by Mexican-Americans. Whenever 
possible they patronize stores owned and operated by Mexican- 
Americans. Frequently even their employer-employee relation- 
ship is with a Mexican-American in those areas where the prac- 
tice of using crew chiefs to recruit labor is common. They work 
in groups with other Spanish-speaking people and spend ffieir 
leisure time with them. If they attend religious services, it is 
usually as part of a congregation made up entirely of Spanish- 
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speaking people and with the services conducted in Spanish. If 
they are ill, they treat themselves or seek advice from relatives or 
friends. If the illness is thought to be serious, a medtca or curandera 
^y be sought. On the rare occasions when a physician is con- 
sulted, the natively Spanish-speaking is preferred to the Anglo. 

Braceros, too, have only limited opportunities to acquire Anglo 
culture traits. They are brought into the country in ^oups and 
tsken directly to their places of employment. They live for the 
niost part on the farm or ranch where they work. What Insure 
time they have is usually spent in the Spanish-speaking section 0 
a nearby town. At the end of their employment period they are 
returned to Mexico. They may have brief contacts \vith meir 
employer, with a few Anglo workers, with some officials of the 
United States Employment Service, and with Anglo de crs in 
supplies and services. Beyond those they seldom enter into any 


relationship with Anglos. . t j 1 

The Mexicans thus live under conditions that include rela- 
tively few pressures toward acculturation. Many of them 
touch with their country by moving back and forth 3 '^°“ ® 

border.” They live under circumstances that make it P«si^ 
satisfy their needs ^vithout extensive contacts wth Anglos, i ncir 
attitudes and feelings and their educational Icve arc , 

they rarely make much effort to acquire elements of the g 
culture. If, however, through their o\vn inclination an 
good fortune in avoiding the Border Patrol, they remain 
side of the border for extended periods of time, pressums ° . 
turatc do begin to build up. For those who leave t e ® 

and seek employment elsewhere such pressures may 

strong, since in every community to which tliey ^ 

relatively small number of cities and agricultura | 

forced into relationships with Anglos and the Ang o 

those who remain in L Southwest, or who 

as Chicago, Detroit, or New York, or who vsisr ' m 

such states as Minnesota, Michigan, or U® the 

continue to live in what is largely a familiar culture. 

pressures toward change arc minimired. 
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GENERAL CHARACTERISTICS OF THE SPANISH-SPEAKING 
POPULATION 

Number and Disfnbufhn 

The Spanish-speaking population of the five southwestern 
states includes from two and a half to three million persons, who 
together make up about a tenth of the total population of those 
states. Approximately two million are Mexican-Americans, who 
form the largest part of the substantial Spanish-speaking popula- 
tions of Arizona, California, and Texas. About 400,000 are 
Spanish-Amcricans, living largely in New Mexico and Colorado. 
The remainder are Mexicans, located mainly in the commercial 
agricultural areas of California and Texas, whose numbers change 
considerably from day to day. Detailed information on the num- 
ber, distribution, and other demographic characteristics of the 
Spanish-speaking population will be found in Appendix A. The 
two maps on pages 64 and 66 illustrate graphically the distribu- 
tion of this population group by counties in the five states. 

If one looks at the distribution of Spanish-speaking people in 
the Southwest, two characteristics immediately become apparent: 
(t) a tendency toward a general distribution of the population 
over the whole area, and (2) a seemingly contradictory tendency 
toward concentration in certain areas. Of the more than 400 
counties in the five southwestern states, only 93 had no Spamsh- 
name persons recorded in the 1950 Census, and 76 of these were 
in the northern and eastern sections of Texas which, properly 
speaking, are not a part of the Southwest.** All counties in 
Arizona and New Mexico, all but four of those in California, and 
50 of the 63 in Colorado were found to contain some Spanish- 
name persons. In only one county, Zapata in Texas, was the 
proportion of Spanish-namc persons reported by the Census 
Bureau greater than 90 per cent of the total population, but in 
several— all of which are in New Mexico and Texas— the con- 
centration was greater than 80 per cent. Thirty-six counties had 
more than 50 per cent Spanish-name population, 45 were found 
to have between 25 and 49 per cent, and more than a hundred 
counties had a Spanish-name population of from 5 to 24 per cent 
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of the total. The largest numbers of Spanish-name persons were 
found in Los Angeles CJounty, California (287,614), Bexar 
County, Texas, which includes the city of San Antonio (1 76,877), 
and Hidalgo County, Texas (112,422). Two other Texas coun- 
ties, Cameron and El Paso, each had more than 80,000 Spanish- 
name persons, and iq, of which six are in California, had more 
than 25,000 each. 

In general, the proportion of Spanish-name persons in the 
total population is greatest in counties nearest the Mexican 
border and tends to di minis h as one moves northward into the 
United States. Conspicuous exceptions are those in northern 
New Mexico and southern Colorado that are largely inhabited by 
Spanish-Americans, and other counties such as Weld in Colorado 
and San Benito in California, where specialized employment 
conditions have resulted in a heavy concentration of Spanish- 
speaking people. The greatest numerical concentrations of 
Spanish-name persons are in the counties where the large cities of 
the Southwest are located. More than 800,000 Spanish-name 
persons live in the six counties containing more than 50,000 
Spanish-name persons each, and only one of these, Hidalgo in 
Texas, does not include a laige city. Only one of the larger south- 
western cities. Fort Worth, contains fewer than 10,000 Spanish- 
name persons. Most of them have 20,000 or more. 

In some respects the Spanish-speaking people arc a highly 
mobile population. Not only do they move into the Southwest 
from Mexico in large numbers, but they also move around in the 
area and out of it to a considerable extent. Spanish-American 
villagers from the Rio Grande and San Luis valleys move into 
Denver, Pueblo, and Albuquerque. During World War II great 
numbers of them migrated to the West Coast to work in war 
industries. Thousands of Mexican-American residents of south 
Texas annually follow the cotton harvest northward. Other thou- 
sands journey west and northwest for the vegetable and fruit 
harvests. Still others go to work the crops in Mississippi, Arkan- 
sas, Michigan, Wisconsin, Colorado, and even more distant 
places. Most of these migrants return to their homes in the 
Southwest; many choose to remain in the areas to which they 
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migrate. Rural people move into cities in search of industrial 
employment. So great has been this movement that in some areas 
the proportion of urban residents among the Spanish-speaking is 
actually higher than that of Anglos. 

The Spanish-speaking people are thus scattered throughout 
the Southwest and, at the same time, are concentrated in certain 
areas. The tendency toward concentration extends down to local 
residential arrangements, so that in the main, the Spanish- 
speaking, wherever they are found in the Southwest, tend to live 
together in separate communities or to inhabit separate and 
distinct parts of larger communities. The "Mexican part of town” 
or the “Mexican section” is a fa miliar sight to anyone traveling in 
the Southwest. Whether it is a colonia in California, a corral in San 
Antonio, Martineztown in Albuquerque, a wetback camp in the 
Lower Rio Grande Valley, the “East Side” in Austin, an isolated 
mountain village in northern New Mexico, or a “Mexican town” 
in northwest Texas, the picture is much the same: an area with 
somewhat substandard housing, facilities, and services, inhabited 
largely or entirely by a Spanish-speaking population, and to some 
extent cut off from the surrounding Anglo population by some 
combinadon of physical, psychological, and social barriers. 

The “Mexican section” generally includes some of the least 
desirable residential areas of the community, and the inhabitants, 
by virtually any criterion that one might use, generally occupy a 
disadvantageous position. Their houses are more likely to be sub- 
standard than those of the rest of the community. There are fe\ver 
paved streets and sidewalks and more houses without sewer con- 
necdons. The people are poorer than the average for the com- 
munity. They own less property, and what they do own is in 
general less valuable, less desirable than that of people in other 
parts of the community. A higher propordon of them have low- 
paying, unskilled jobs than do the Anglos among whom they live. 
The educadonal level, as measured by number of school years 
completed, averages lo%ver than that of the community as a ^vhole. 
It is particularly low for persons forty years of age or older. The 
schools lose more children by drop-out. Attendance is less regular. 
A smaller proportion of the children finish elementary school and 
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enter junior and senior high schools. The general health level is 
lower, with the result that proportionately more public health 
and welfare work is required here than in the community as a 
whole. Malnutrition, dysentery, tuberculosis, and infectious and 
contagious diseases in general are more prevalent. The propor- 
tion of people receiving public and private agency services is 
higher than in the total community. Political participation is 
likely to be low. Active interest in community programs and 
ciric affairs is not great. 

This generalized description of the “Mexican section” of al- 
most any southwestern town or city should not be accepted as 
representative of conditions among all Spanish-speaking people. 
Many do not live in the “Mexican section” of their communities; 
and of those who do, many occupy dwellings and have economic, 
educational, and other advantages equal to or better than those 
of the majority of Anglos. But a lar^e proportion of the Spanish- 
speaking population of the Southwest do occupy a position of 
lesser advantage relative to the rest of the population, and areas 
with conditions such as those just described can be found in 
almost any urban community in the region. 

Spanish-speaking people who live in the country are not 
noticeably better off than the urban residents. If they own land, 
as do many of the relatively stable Spanish-American families of 
northern New Mexico and southern Colorado, they are likely to 
have too little of it to produce an adequate living. Those who 
have no land can live as tenants, sharecroppers, or hired hands on 
the farms of people who do own land; or they can, as many 
Spanish-speaking fanulies do, join one of the many streams of mi- 
grant agricultural laborers, in which case their living conditions 
are likely to be almost indescribably bad and opportunities for 
improving their condition practically nonexistent.*’ 

Hconomfc Sfofus 

Judged by Anglo standards, the Spanish-American villagers 
have never been prosperous. The land they settled was not 
bountiful, and their technical skills were not such as to make it 
produce much more than a bare subsistence. While it is true that 
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there have been, throughout the history of the Southwest, 
wealthy individuals and families in the area, for most of the 
people the conditions of living have been hard and the economic 
rewards meager. 

Before the coming of the Anglos the economy of the villages 
was a semi-communal, subsistence one based on the cultivation of 
small irrigated patches near the communities and the common 
use of surrounding pasture and range lands on which cattle and 
sheep grazed. The precarious economic balance of the Spanish- 
American villages would have been seriously threatened by the 
encroachment of Anglos were it not for the fact that their arrival 
shifted the economic base, made possible the development of new 
skills and new types of economic relationships, and provided a 
source of wage-\vork opportunities through which the villages, if 
not able to improve their economic status much, were at least 
able to hold their own. 

In the early 1930’s conditions abruptly changed for the worse.. 
Job opportunities were drastically reduced and, almost overnight, 
the villagers were thrown back onto a reliance on depleted land 
resources that were no longer sufficient to provide even a bare 
subsistence for the increased population. The crisis was met, in 
part, as already indicated, by a program of government relief so 
extensive that in one area, the Upper Rio Grande Valley, some 
60 per cent of the rural families received relief in one form or 
another during the years 1935 and i936.<‘ 

Economic conditions for Spanish-Amcrican villagers improved 
considerably in the late x 930’s and throughout the 1940’s largely 
as the result of income derived from nonvillage sources. Selective 
Service took many young men into the armed forces and allot- 
ment checks began to flow back to the villages. Agricultural jobs 
again became available. Industrial c.xpansion and the high wages 
paid by ^var-stimuIated industries drew many Spanish-Americans 
out of their villages and into Anglo communities. Individuals and 
families alike began the long climb to Anglo middle-class status. 

Since the end of the >var, the economic gains of the 1 940’s have 
been continued. High prices for agricultural products and a 
somewhat decreased pressure of population on land resources 
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have enabled those who remained in the villages to improve their 
economic condition. The atomic energy installation at Los 
Alamos, the atomic project at Sandia Base in Albuquerque, and 
extensive governmental activities at the White Sands Proving 
Grounds near Alamogordo, New Mexico, in Denver, and else- 
where in the Southwest have provided employment for villagers 
living within a 40 1050 mileradius of any of these projects and have 
made it possible for many to have a higher level of living than 
was possible at any time in the past. Where a few years ago agri- 
culture was the mainstay of the economy and most families used 
wage work to supplement the living they gained from agricultu- 
ral activity, now, in the areas around the huge governmental 
projects, wage and salary work is the principal source of liveli- 
hood, and for many families such agricultural activity as is car- 
ried on is merely for the purpose of providing fresh foods for 
family use. Even persons who do not work directly on one of 
the projects benefit from the increased economic activity in the 
area made possible by the demands of project workers for goods 
and services. 

Although present conditions arc relatively good, the economic 
situation of the Spanish-American villages remains somewhat 
precarious. There are still far too many people in the village 
areas of New Mexico and southern Colorado to be supported by 
the depleted land resources. Any considerable reduction in the 
appropriations for government projects in New Mexico would 
have one or more of the following results: (i) a marked decrease 
in the level of living of many Spanish-speaking people; (2) the 
necessity for a revitalization of some kind of federal relief pro- 
gram for the area; (3) an exodus of population, both Spanish- 
speaking and Anglo; and (4) the movement into urban areas of 
many Spanish-speaking people not equipped by temperament, 
education, or the possession of occupational skills, to compete 
effectively in an Anglo environment. On the other hand, if the 
government projects are continued for a number of yea«, not 
only will it be possible for the Spanish-Americans to maintain 
their present level of living, but they may also gradually acquire 
the necessary Anglo traits and skills. 
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Unlike that of the Spanish-American villagers, the economic 
position of the Mexican-American and Mexican rural population 
has not improved much in recent years. In the great commercial 
agricultural areas like the Imperial Valley of California and 
Lower Rio Grande Valley of Texas, and in places where the 
production of cotton, vegetables, and fruit is made possible by the 
periodic appearance of great numbers of migrant workers, wages 
have remained low and the level of living of the agricultural 
workers has shown little change. The poor working conditions 
and the low financial rewards received for their efforts have im- 
peded the Spanish-speaking agricultural workers in acquiring 
the skills, knowledge, and attitudes that would enable them to 
function effectively in the Anglo cultural environment. 

No especially good studies have been made of the incomes of 
the Spanish-speaking urban population, but in general it can be 
said that there are proportionately more persons in unskilled, 
low-pa>dng jobs among them than is true of the Anglos. Lack of 
skills, poor educational background, unfamiliarity with Anglo 
ways, and, at times, discrimination by Anglos, all operate to keep 
many urban Spanish-speaking persons at the bottom of the eco- 
nomic ladder. In parts of the Southwest, even those with craft or 
other skills are referred by employment agencies to unskilled jobs 
only, and in some few areas there are differential wage rates for 
Anglo and Spanish-speaking doing the same kind of ^vork. Until 
recently, laundry work and domestic service tverc about the only 
kinds of occupation open to Spanish-speaking women, and there 
still exists in some areas a prejudice against hiring Spanish- 
speaking people for jobs on any but the lowest levels. ** 


Housing 

The low economic status of the Spanish-speaking population is 
related in complex ways to other conditions, many of which in- 
fluence the relationships Spanish-speaking persons have with 
individuals and agencies whose task it is to provide health, wel- 
fare, and other services to members of the group. One such condi- 
tion is housing. 
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Whether Spanish-speaking southwesterners live in city or 
country, their housing is likely to be poor. Houses are generally 
small and old. Sanitary facilities are frequently substandard or 
are lacking entirely. Overcrowding is common. At one extreme is 
the brush hut of the wetback in the border counties, providing 
little more than an overhead shelter. Almost as bad and perhaps 
m some ways worse are the tenements of El Paso, where a dozen 
or more families may share a water tap and a single indoor toilet. 
Much better are the small but neat frame houses that one sees on 
driving through the towns of south Texas, and the solid, square 
adobe homes of the Spanish-Americans of New Mexico and 
southern Colorado. Better still are the well*furnished, comfortable 
Anglo type of homes of Spanish-speaking professional and busi- 
ness persons with good incomes. And perhaps, if anything, a 
little above the average, there is our familiar dwelling at 1407 
Felicity Street. 

The dwellings of Spanish-American villagers, although small 
and often poorly furnished by urban Anglo standards, provide 
housing that compares favorably with that available to persons 
on the same economic level anywhere else in the country. Adobe 
has many advantages, other than cheapness, as a building mate- 
rial, and often village houses arc beautiful as ^vell as comfortable. 
The use of electricity has become common, and many of the 
houses are screened. Water supplies have been much improved 
in recent years, and although the people of many communities 
still depend for their water on streams, irrigation ditches, or open 
Wells, the efforts of interested citizens and public health personnel 
have done much to make safe water more widely available. Some 
Qvercrowding does exist, but this is partly compensated for by the 
opportunity to spend much time out of doors. 

The housing of Mexican-Amcrican agricultural workers, 
'vhether migrant or not, is probably not so good as that of the 
Spanish-American villagers. Many nonmigrants or part-time mi- 
grants who live in small tmvns occupy houses that are adequate, 
jU though frequently small. Electricity and, more rarely, refrigera- 
^on arc available. Running water is piped into many of the 
homes that arc located near a city supply. Sewer connccu’ons arc 
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more likely to be the exception than the rule. Overcrowding is 
common. Houses are frequently built close together on small lots, 
and often, particularly in south Texas, two or more houses 
occupy the same lot. Dwellings occupied by migrants at or near 
their places of work are almost always substandard. At best, they 
will be no more than clean, sparsely furnished frame buildings 
with a safe water supply and only minimum sanitary facilities, 
including community toilets, showers, and laundry. At worst, 
they range from no shelters at all through tents to dilapidated 
shacks wth no provision for water or sanitation. 

There is, of course, considerable variety in dwelling types for 
urban Spanish-speaking people. But in general the group will be 
found to occupy buildings in the oldest and most neglected parts 
of to\vn, where rents and ownership costs are low and community 
conveniences, services, and facilities at a minimum. Stated 
simply, a disproportionate number of urban Spanish-speaking 
families live in slums. 

The relation between the quality of housing of many of the 
Spanish-speaking people and their needs for health services is 
easy to see. Overcrowding, uncertain or unsafe water supplies,** 
lack of seivcr connections, screens, and refrigeration, and many 
of the other conditions that are included in the concept “poor 
housing” contribute to the prevalence of disease and make diffi- 
cult the maintenance of health. Any population Imng under the 
circumstances of many of the Spanish-speaking people would be 
c.xpcctcd to have health problems; it is, therefore, not surprising 
to find that the Spanish-speaking group have many.** 

Educofion 

The poor quality of the housing of many Spanish-speaking 
families is less a matter of choice— although choice docs enter to 
some extent in the desire to live among other Spanish-speaking 
people— than a reflection of their low economic status and of the 
fact that only recently have large numbers of them begun to 
move rapidly toNs'ard the acquisition of Anglo wa>*s and valua. 
Impressive cadence of that movement is what has recently been 
happening in education. 
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In the culture of the Spanish-American villagers and in that 
of the particular group of Mexicans who migrated in large num- 
bers to the United States, formal education, as we have seen, \vas 
not highly valued. One learned what he needed to know not from 
a separate group of specialists, but from his elders in ordinary 
day-by-day relationships. There were few schools in the South- 
west before 1846, and those introduced by Anglos soon after that 
date were not strongly accepted because of the unsuitability of 
curricula, teaching methods, and language of instruction. Al- 
though a small proportion of Spanish-American parents have 
long seen in the schools an opportunity for their children to learn 
English and to acquire other attributes that would enable them 
to move more freely in the Anglo society, until recently parents 
in general have not insisted that their children either attend 
school regularly or continue their education. Eight years of 
schooling have been thought by many fathers and mothers to be 
enough and if a child failed to complete even that small amount 
of formal education they have shoNvn no great concern. Con- 
sequently, the level of educational achievement of Spanish- 
Americans, as measured by years of school completed lias re- 
mained fairly low,*® and school administrators in some areas stili 
have to cope with problems of irregular attendance and early 
dropping out among the Spanbh-speaking children. 

The children of Mexican-Amcricans, too, have been at a 
disadvantage educationally as a result of parental indificrcncc, 
low incomes, and the influence of such factors as high mobility, 
discrimination by Anglos, and, in some instances, the require- 
ment that they attend segregated schools. 

In recent years, however, many changes liavc taken place 
'vhich together arc resulting in improvement of the educational 
lc\‘cl of Spanish-speaking people. Urbanization is bringing more 

them into the cities where educational facilities arc accessible, 
community pressures strong, educational achievements suitably 
*^''ardcd, and Uicrc is less expectation tliat cliildrcn of school age 
'rill \%-ork to help maintain tlic family. Educational adminutra- 
*ors have become increasingly concerned wth the problem and 
ba\-c made great cfTorl to get Spanish-speaking children cnro.Ied 
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in school. The educational benefits to veterans have made it pos- 
sible for large numbers of Spanish-speaking students to obtain 
college training, and considerable numbers have taken advan- 
tage of the opportunity. The rise in economic status of many 
Spanish-speaking parents has been accompanied by a general 
change in attitude toward education and the development of an 
interest in seeing their children finish high school. These and 
other changes are bringing about a rapid improvement in the 
educational status of the Spanish-speaking population as they 
move toward a level of accomplishment approximating that of 
the Anglos. 

Heol/h 

There arc no satisfactory sources of information on the health 
of the total Spanish-speaking pjopulation. However, studies that 
have been made of one or another small group within the larger 
population Indicate that the level of health Is lovv'crand the prev- 
alence of some types of disease probably higher among Spanish- 
speaking people than among the total population of the South- 
west.** Undernourishment, a high infant mortality rate, and a 
greater prevalence of some infectious and contagious diseases, 
notably tuberculosis and dysentery, are conditions frequently 
reported among the Spanish-speaking populations that have been 
studied. Age-specific birth and death rates are both somewhat 
higher for the Spanish-speaking than for the population as a 
whole, although the death rates have been coming down rather 
rapidly in recent years and the birth rates arc beginning to reflect 
the increasing urbanization of the Spanish-speaking population. 

The health of the .Spanisb-Amcricans >vho have remained in 
their native villages is probably not greatly different now from 
what it has been in the past quarter-century although a some- 
^vhat improved economic status has contributed to a more nearly 
adequate diet, and Uic influence of such organizations and agen- 
dcs as the New hfcxico Health Council, the Catholic Maternity 
Institute, and the state and local health departments of Colorado 
and New Mexico ha\*e made medical personnel and facilities 
more available and have brought about impro\-cmcnts in water 
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supply and sanitation in some areas. Spanish-Americans who 
have moved into cities share in general the health status of other 
city dwellers of their socioeconomic level. This means, as com- 
pared with the total population, proportionately more diseases of 
infancy and childhood, more communicable disease in all age- 
groups, more deficiency disease conditions, and a generally lower 
level of health and well-being. 

The health status of Mexican-Americans is roughly compa- 
rable to that of Spanish-Americans. A recent study of migrant 
families in Colorado, most of whom were Mexican-Americans, 
reported serious health problems, but very little health care; a 
diet lacking in meat, vegetables, and milk; little contact with 
medical personnel during the previous year; a Ionv level of im- 
munization against smallpox, diphtheria, and whooping cough; 
^d an infant mortality rate about twice as high as that for the 
state of Colorado as a whole.^ Urban Mexican-Americans, like 
Spanish-Americans, have about the same level of health and the 
same needs for more adequate health information and care as do 
others on their social and economic levels. 

Political PorfjCfpal/on 

In a democratic society, such as ours, one of the most certain 
Ways for any group to improve its position is to participate cfTec- 
tively in politics. Such participation, of course, requires informed 
and vigorous leadership, a fairly high level of group self-con- 
sciousness, and a wide knowledge of what the democratic political 
process is and how it operates, qualities for which the Spanish- 
speaking group have not in the past been noted. Political partici- 
pation by the group has been somewhat spotty, ranging from 
almost complete indifference in some areas to highly cficciivc 
participation in others. On the one hand, the political cffcctivr- 
ness of the group has been minimized at various times and places 
because of failure to register and vote, the selling of votes, support 
of paternalistic bosses, intragroup splits oN-cr candidates, lack of 
qualified candidates from within the group, and in.ability lo \vjn 
the support of other population groups. On the other hand, there 
is evidence that in some areas Spanish-speaking persons arc ac- 



78 CULTURAL DIFFERENCE AND MEDICAL CARE 

quiring political skill and arc beginning to make their ^vcight felt 
in the political arena.*® 

New Mexico, a state in which the Spanish-Americans until 
recently made up more than half the total population, is unique 
among the five southwestern states in the degree to which the 
Spanish-speaking have exercised political influence on all levels 
of government. Even in the most isolated of the villages, politics 
is a subject of considerable interest, and partisan rivalries fre- 
quently are bitter and intense. Spanish-speaking candidates have 
sought and won the highest offices in the state. They have repre- 
sented their state in the United States Senate and House of 
Representatives and their nation in diplomatic and consular 
services abroad. When local, state, and national slates are made 
up and platforms adopted by political parties, the potential vote 
of the Spanish-speaking population is taken into consideration. 

Although they do not vote as a unit and are as likely to support 
an Anglo as a Spanish-speaking candidate, the Spanish-Ameri- 
cans are a political force to be reckoned with in New Mexico. In 
the state as a whole, however, it is likely that their influence is 
waning. And there is the possibility that, as they become a smaller 
proportion of the slate’s population and increasingly acquire the 
social, educational, and economic attributes of the Anglo popula- 
tion, the political influence of the Spanish-Americans, as a sepa- 
rate group and on the state level, \vill continue to decline. 

In contrast to the Spanbh-Amcricans, Mcxican-Americans 
have until recently had almost no cficctivc participation in 
political activity and little or no political influence. Many never 
bothered to become citizens of the United States and therefore 
legally could not v’otc or hold public office. Others were pre- 
vented from political activity by migratory sUitus, discrimination, 
lack of knowledge of how to participate in politics, and by feelings 
of apathy and indificrcncc toward political affairs. In Texas, 
where the largest Mcxican-Amcrican population lives and where 
the group makes up a substantial proportion of the total popula- 
tion and a majority in some counties, no mcmljcr of the group has 
ever held any of the higher elected state offices, and even in 
countta where the Spanish-jpeaking people form a high propor- 
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tion of the population Anglos generally are in control of the 
political machinery and monopolize the public offices. The win- 
ning of the Democratic nomination for county clerk in El Paso 
county in 1948 was sufficiently ne\vsworthy to justify a story in 
^ewsweeky pointing out that it was the first time in more tlian 
thirty years that a Spanish-name person had won a major office 
in that county, which is nearly 50 per cent Spanish-speaking. 

As their economic, educational, and general social status im- 
proves, Spanish-speaking people may be expected to take an in- 
creasing part in the political life of their respective communities 
and states. The amount and quality of participation will cer- 
tainly continue to depend, as it has in the past, on such factors as 
the historical background of the particular group, numbers and 
proportion of Spanish-speaking in the total population, the 
presence or absence of discrimination or other hindering influ- 
ences, the proportion of persons among the Spanish-speaking who 
are legally eligible to vote, and the amount and kind of encour- 
agement given by Anglos to the political development of Spanish- 
speaking groups. 


ClASS DIFFERENCES WITHIN SPANISH-SPEAKING CROUPS 

Just as there arc difTcrcnccs within the Spanish-speaking popu- 
lation of the Southwest that enable us to distinguish between 
Spanish-Amcricans, Mexican-Amcricans, and Mexicans, so arc 
there noticeable differences within cacli of Uicse ^ups that 
enable us to separate them into subgroups on the basis of certain 
observable uniformities of attitudes, atuabuics, achic\'cmcnt5, 
and associations. These difTcrcnccs can probably best be de- 
scribed in terms of social class.*’ TIic basis of class distinctions lies 
the tendency of persons wUi certain combinations of personal 
fnd social characteristics to associate more frequently and more 
Intimately wth Uiosc of similar cliaracteristics than uath tlio^c 
'vhosc characteristics are considerably different, and to 
filings of identifleadon srilh those whom ihc>- percci>T to be like 
themselves. Qass dincrcntialions to some extent ait c > 
KnJup lines, so that, on some levels at least, Spams.i-spca i , 
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persons may feel a closer identification with some Anglos than 
^vith others of the Spanish-speaking group. In general, however, 
the awareness of cultural group distinctions is only minimized but 
not entirely superseded by social class identification. Hence, even 
though an upper-class Mexican-American, for example, may feel 
more at ease with an upper-class or upper-middle-dass Anglo 
than with a lower-class Mexican-American in a situation involv- 
ing some degree of intimacy, the Anglo and the Mexican- 
American probably would each retain in the relationship aware- 
ness of the cultural group affiliation of himself and the other. 

The few studies that have been made of class structure within 
the Spanish-speaking group tend to confirm the notion that class 
differences do exist \vithin each of the subgroups in the larger 
Spanish-speaking population and that the differences to some 
degree both determine and reflect the extent of accnlturation. In 
other words, there are differences of attitude and behavior witliin 
the various subgroups in the Spanish-speaking population that 
correlate roughly with subjective identifications individuals make 
of their ONvn status and the status of others. Recognition of these 
differences is one basis for the subjective identification which, in 
turn, by discouraging association bc^vecn persons of unlike char- 
acteristics, fosters further difference. 

Among the Spanish-Amcrican group there arc characteristics 
—occupational, economic, educational, residential, religious — 
tliat are frequently found together and that, in their totality, arc 
important indices of class status.** From the standpoint oj the Anglo 
value system, the lowest social class is that of the still isolated 
villagers who, as a group, arc likely to have varying combinations 
of the following characteristics, many of which have previously 
been mentioned: a social sy-stem relatively little affected by con- 
tact with that of the Anglos and still maintaining the old tradi- 
tional emphasis on family, church, and community; a low 
economic status, still basically dependent on agriculture, \riih 
hcavj* reliance on small, inadequate land holdings and supple- 
mental welfare funds; generalized rather llian specialized occupa- 
tional skills; a high proponion of t!litcrac>' among old people and 
a high rate of drop-outs among sdiool children after tbc third 
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grade; a fair amount of hostility toward outsiders, particularly 
Anglos; a tendency to live largely in the present; strong beliefs in 
witchcraft and magic, and considerable reliance on folk medicine 
for diagnosing and treating illness; devout Catholicism, with a 
large membership among the adult males in the pemtenie order; 
relatively little knowledge of the English language. 

For many reasons, mostly related to the breakdown of isolation, 
this is a rapidly changing group. Recent changes have included 
an improvement in economic status as a result of generally im- 
proved economic conditions and the opportunities now available 
for employment at Los Alamos, Sandia Base, and similar projects, 
both governmental and private, keyed to national defense; the 
beginnings of occupational specialization; changes in family rela- 
tionships, with a trend away from the extended family pattern 
and toward lessened feelings of responsibility for aged parents, 
adult siblings, and cousins; extended use of English; more interest 
in education and in the possibility of social mobility; a greatly 
increased amount of contact with Anglos and Anglo ways, result- 
ing in lessened hostility and the adoption of many elements of the 
Anglo material culture—for example, automobiles, electricity, 
packaged and processed foods, patent medicines, mall order 
clothes, and canned beer. 

Very close to the villagers in the Spanish-American class struc- 
ture, as viewed by Anglos^ are the lower class of the urban and sub- 
urban areas, composed largely of former villagers who have 
moved into cities and to^vns, or fringe areas, in the hope of im- 
proving their condition. A number of the inhabitants of 1407 
Felicity Street belong to this group. Members of this class still 
cling to some of the values and customs of the old culture, but 
have also taken on many Anglo characteristics. They still live, 
like the rillagcrs, mainly in adobe houses— except in areas like 
central and northern Colorado where adobe is not %vidcly used — 
but the house is likely to have electric lights, somedmes running 
water, and other Anglo services and conveniences. Nfembers of 
the group are still Catholics, but the church docs not occupy the 
place in their lives that it did in the villages, and the men, al- 
though nominally members, frequently do not attend scr^^ces 
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except on holidays or other important occasions. Membership in 
the penitenle organization is not common. Incomes are low and are 
mainly derived from unskilled or semi-skilled types of jobs. Mar- 
ried women rarely work outside the home, although unmarried 
girls and sometimes married women tvith fe^v children do take 
domestic service and other low-paying jobs. Older people are not 
always functionally literate, and children, although some finish 
high school, rarely are encouraged to go beyond the sixth or 
eighth grade. There is little admitted belief in witchcraft or 
magic, but still considerable reliance on home remedies and folk 
medicines. There is, as among the villagers, a tendency to live in 
the present and to let the dim, distant, nebulous future take care 
of itself. 

The attitude toward Anglos is likely to be a mixture of envy 
and resentment, envy of the Anglos* possession of material things 
and skills which the Spanish-Amcricans of this class have come to 
want but only rarely can have, and resentment at what seems to 
be a lack of acceptance of Spanish-Americans by Anglos, which 
in many instances may be a real rejection and in others no more 
than a manifestation of the impersonal quality that Anglos bring 
to nearly all their relationships. English is used outside the home 
and is understood by children and young adults. Spanish is likely 
to be the language used in the home and in informal communica- 
tion \vilh relatives and friends. In some areas the c.xtcnded family 
pattern remains fairly strong, although somewhat Nveakened by a 
tendency to%vard separate residence for family units of parents 
and minor children and decreased feelings of responsibility for 
aged parents and other relatives. In other areas the extended 
family pattern has broken down, resulting in serious problems 
of illegitimacy, desertion, broken homes, and unattached in- 
dividuals. Conflicts and misunderstandings between generations 
arc not uncommon among this group as a result of the fact that 
the younger people tend lo take on Anglo Ns-aj-s faster than their 
parents. 

Tlie lower-middle class of urban or suburban residence is 
similar to the lower class in many characteristics. Diflcrcnccs can 
be noted in a less close tie svith the church among tlic lower- 
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middle class, and a tendency toward the acceptance of the 
Protestant religion among a small proportion of the group; a 
wider use of English; a somewhat higher economic status; a 
tendency toward the Anglo family pattern; a greater emphasis on 
the benefits of education, which results in children finishing high 
school and in some few attending college; an occasional over- 
zealous championing of Anglo values and ways by young adult 
males; and the use of Anglo folk medical practices along with a 
reliance on Anglo medical personnel and institutions. 

The urban-suburban upper-middle class, which would include 
most of the proportionately few professionally trained people 
among the Spanish-Americans and a good proportion of the 
businessmen and state-level politicians, is noticeably different in a 
number of respects from the lower-middle and lower classes. The 
proportion that are Protestants, although still relatively small, is 
higher than among either of the other two classes. Family rela- 
tionships and social relations in general tend to follow Anglo pat- 
terns, with young people generally accepting many Anglo middle- 
class ideals and values. English is the language most frequently 
used, even in the home, but Spanish is usually known by the 
adults. Economic status is likely to be good, and many members 
of this class have moved out into Anglo sections of the to^vns and 
cities in which they live. TKe educational level is high as com- 
pared with that of the two lower groups, and young people fre- 
quently attend and are graduated from colleges. Members of this 
class receive varying degrees of acceptance by Anglos, depending 
on the area in which they live, and, on the whole, associate to a 
considerable extent with Anglos. There is relatively little associa- 
tion with or concern for lower- and lower-middle-ciass Spanish- 
Americans, except insofar as such association or concern is neces- 
sitated by professional, political, or business interests. There is 
considerable emphasis among the men on the Anglo values of 
success, getting ahead, providing for the future, making progress. 
Wives generally do not work, although young married women 
without children may continue to w'ork outside the home during 
the early years of their marriage. Anglo health knowledge and 
practices are accepted and used. 
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The small urban upper class enjoys a status based mainly on 
old family tradition. Members of the group are likely to be 
strongly Catholic. The social relationships and family system arc 
much like those of the Anglos, except that there is a tendency to 
emphasize kinship and to maintain to some degree vestiges of old 
male-female relationships vdthin the family group in ^vhich the 
activity of the female was largely restricted to the home and 
immediate family. English is spoken and is used both within and 
outside the family group; it is a matter of pride that all members 
of the family know Spanish well and use it on ceremonial occa- 
sions. The level of formal education is high, and in most families 
the children are sent to college as a matter of course. There is 
some feeling of superiority toward Anglos, particularly those of a 
lower-class status, but a wide adoption of Anglo ways and values, 
including those of medicine. Tlie Spanish cultural heritage is a 
matter of pride, and deliberate and sophisticated attempts arc 
made to preserve elements of that culture. There is some glorifica- 
tion of the past and a tendency to remember and revere particu- 
larly notable ancestors. 

Among Mc.rican-Amcricans, as among Spanish-Americans, 
class differences can be noted. Here ^vo categories probably will 
be sufficient to dclinut somewhat homogeneous groups, with the 
distinguishing characteristics being occupation, family back- 
ground, education, wealth or income, and command of Anglo 
wa>'s.” What wc may call the lower class is composed of persons 
with unskilled or semi-skilled occupations, whose incomes arc low 
and whose property holdings arc not great.** They arc highly 
mobile physically, but not socially, and their children usually do 
not receive training in the skills that would enable them to rise 
above the social lov'd of their parents. Emphasis on education is 
not great and almost none of the children gets beyond the ele- 
mentary grades. Because of lack of occupational skills and the 
seasonal nature of much agricultural work, income is not large 
and the level of living is low. As among the lower-class Spanish- 
Americans, Sp.anish is preferred to English as the language of the 
home and Anglo wa)^, except for those involving the acquisition, 
possciion and use of material objects, arc not well undentood or 
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widely practiced. Association is mainly with other Spanish- 
speaking people, rather than with Anglos. 

The middle class among Mcxican-Americans is made up of 
those with enough command of Anglo cultural ways to have 
moved up the socioeconomic ladder. Included in this class are 
businessmen of many types and a wide income range, professional 
people, politicians, and some white-collar workers who, even 
though they may have less income than some persons in the lower 
class — for example, truck-owners and crew chiefs, mechanics, 
skilled craftsmen, railway workers — have other attributes that 
separate them from the class below. 

This nuddle class may be thought of as two groups rather than 
one. A part of the group is still clearly oriented toward Mexico 
and things Mexican. Its members speak Spanish by preference, 
even though able to use English, continue the kinds of social 
relationships characteristic of their class in Mexico, maintain an 
interest in events in Mexico, and observe Mexican holidays with 
appropriate ceremonies. Another part is as clearly oriented 
toward the United States and things Anglo. Members of this part 
prefer to use English, have adopted or are rapidly adopting 
Anglo patterns of social relationships, are relatively little inter- 
ested in what happens in Mexico, and actively and vigorously 
pursue Anglo goals. 

Both groups are much more acculturated than the lower class 
and more at ease in Anglo culture. Both, however, probably 
associate more with other Spanish-speaking people than with 
Anglos, although this is probably not true of those who moved 
out of the Spanish-speaking group and live as more or less 
isolated small family groups among Anglos. In some areas, nota- 
bly along the border, middle-class Mexican-Americans, particu- 
larly those distinguished by long residence in an area and a long 
fan^y background plus the possession of wealth or influence 
among the Spanish-speaking group, may be admitted to full 
participation by socially exclusive upper-middle-class Anglos. 
While lower-class Mexican-Americans, like Spanish-Americans 
on the same class level, arc likely to believe in magic and to rely 
heavily for medical knowledge and treatment on folk medical 
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beliefs and practices, middle-class members generally accept 
Anglo medical ways. 

The Mexican group, as here defined, is made up only of one 
class. There are some persons who cross the border legally and 
who have characteristics that might place them in the middle or 
upper classes, but their number is relatively small. As has been 
pointed out, the Mexican group is largely made up of wetbacks 
and contract agricultural workers whose lack of skills, low in- 
comes, poor education, and relative lack of command of Anglo 
ways are such as to justify their inclusion in the lower class. In 
general their characteristics are those of the lower-class Mexican- 
Americans, with a little more emphasis on those cultural charac- 
teristics deriving from Mexico and a bit less on those acquired in 
the United States. 

One further statement may be made about the attitude of 
Spanish-speaking people toward intermarriage tvith Anglos. In 
some areas of the Southwest there is active opposition to such a 
practice on the part of both groups. In other areas neither group 
has any particular feeling about it. In no part of the Southwest is 
intermarriage extensive but it does occur.” Although there is 
little information available on the subject, the prevailing patterns 
may be somewhat as follows: Mexicans of l^th sexes tend to 
marry within the Spanish-speaking group. So do lower-class 
Me.’dcan-Amcricans and Spanish-Americans. Marriages across 
cultural lines occur, although not extensively, among middle- and 
upper-class Spanish-speaking people, and arc probably relatively 
more prevalent among those of upper-middic-class status than 
among lower-middlc-class or upper-class people. 

These brief descriptions soctai dasscs among the Spanish^ 
American group arc not intended to be accurate in any strict 
scientific sense. Tlic>' arc merely another attempt to illustrate the 
point that the Spanish-speaking group is not a homogeneous 
population, but rather one in which there arc many varieties and 
combinations of characteristics, ranging from an almost complete 
acceptance of the Anglo culture to a relatively sirnill degree of 
cliangc from the old village culture. In general a low position on 
the socioeconomic ladder is associated with the clusters of cluir- 
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acteristics most closely resembling those of the village culture; 
increasing socioeconomic status is accompanied by the progres- 
sive adoption of elements from Anglo culture. Spanish-speaking 
people of low-class status are likely to be more at ease with other 
Spanish-speaking persons than with Anglos. They often behave in 
ways that are difficult for Anglos to understand, particularly 
middle- or upper-class Anglos. Middle- and upper-class Spanish- 
speaking people, on the other hand, have generally internalized 
many Anglo values and practice many Anglo ways. They are 
likely to be at home in the Anglo culture and to be able to 
associate freely with Anglos. And their behavior in a given situa- 
tion is likely to be such that it can be easily understood by Anglos 

FACTORS THAT RETARD ACCULTURATION 

One question frequently asked by Anglos whose work brings 
them into contact with Spanish-speaking people in the Southwest 
is “Why do they remain different?” — a question that sometimes 
seems to imply a lack of good intent on the part of the Spanish- 
speaking. One answer, of course, might be that they do not 
remain different, but that they are rapidly changing in the direc- 
tion of adopting Anglo characteristics. Another might be that 
Spanish-speaking people are not so different as they might seem 
at first glance, and that much of what is interpreted as cultural 
difference may well be a subcultural class difference which is 
simply more conspicuous when exhibited by Spanish-speaking 
people than it is among Anglos who share that particular char- 
acteristic or cluster of characteristics. However, there still re- 
mains the fact that in some respects the Spanish-speaking people 
are culturally different from Anglos and that some of these 
differences are remarkably persistent. 

Proximity to Mexico 

For all groups among the Spanish-speaking people there are, of 
course, powerful pressures both for and against the adoption of 
Anglo ways. One hindering factor is the proximity to Mexico of 
many Spanish-speaking southwcstcmcrs, which makes possible a 
constant reinforcement of their culture. More than 50 million 
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people cross the Mexican border into the United States each 
year.^* Approximately the same number cross in the other direc- 
tion. This enormous traffic provides a continuing link between 
the Spanish-speaking people of the border states and Mexico. And 
not only people move across the border. Printed materials, mo- 
tion picture films, material goods, and radio programs also come 
into the United States, and all function to retard the acquisition 
of Anglo cultural traits. The need to learn English is lessened 
when one can satisfy nearly all his needs in an environment in 
^vhich mainly Spanish is spoken. The pressure to conform to 
Anglo ways is minimized when one is surrounded by people \vho 
follow other ways. As individuals and families acquire Anglo 
characteristics and move toward becoming culturally indistin- 
guishable from the Anglo population, their places are taken by 
newcomers from Mexico who have few, if any, Anglo cultural 
traits. Furthermore, these newcomers have interests in Mexico 
and continuing contacts of one sort or another with people there 
that help to make them resistant to changes in the direction of 
adopting more than a minimum of the Anglo culture.** 


Segregofion 

A second strong factor retarding the acculturation of Spanish- 
speaking people is segregation. Wherever Uicy arc found in the 
Southwest, whether in a New Mc.\ican village, agricultural com- 
munity, small touTJ, or city, Spanish-speaking people tend to live 
by themselves in separate communities or neighborhoods. In 
some areas this segregation is the result of discriminatory policies 
adopted by Anglos. In others— for example, in migratory’ labor 
camps— it results from the concentration of Spanish-speaking 
people in certain ty^jcs of occupation. Mostly though, it is a 
manifestation of the free choice of Spanish-speaking people— 
“free,” that is, wthin the limits set by the fact that poor people 
do not have a wdc range of choice with respect to where they 
u-ill live. It is more comfortable to live among people like oneself 
than among those who are in many respects culturally alien and 
possibly hostile. 
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Whatever the reasons, segregation is a common phenomenon 
among the Spanish-speaking people of the Southwest. And segre- 
gation, whether enforced or voluntary, definitely retards accul- 
turation. The Spanish-speaking people who live in separate 
neighborhoods, or communities, or counties, have restricted op- 
portunities to associate with persons outside their own group. In 
large areas of high concentration of Spanish-speaking population, 
such as parts of Rio Arriba County in New Mexico (80 per cent 
Spanish-speaking in 1950) and Starr County in Texas (89 per 
cent Spanish-speaking), it was until recently and to some extent 
still is possible for a person to live a whole lifetime with no direct 
association with Anglos other than occasional official, commer- 
cial, or casual contacts. Even in cities where population concen- 
tration forces extensive contacts on streets, in public transporta- 
tion vehicles, and in commercial and recreational establishments, 
the Spanish-speaking people still tend to confine their meaningful 
associations to those with other Spanish-speaking persons. 

On Felicity Street, for example, the inhabitants of our apart- 
ment house at 1407 have a minimum of contacts with Anglos 
other than those that are official — for example, a visit by a school 
nurse— commercial, or exceedingly casual, such as contact be- 
tween two persons who happen to be passengers on the same bus. 
Some of the children are born in their own homes on Felicity 
Street without the intervention of any Anglo. In the case of those 
delivered in hospitals the mothers maintain a partial isolation be- 
cause of the impersonal nature of the relationships established. 
The playmates of Felicity Street children are Spanish-speaking; 
they go to schools, either public or parochial, in which the 
majority of their classmates are Spanish-speaking. When, as 
adolescents or young adults, they venture into the Anglo com- 
munity outside their neighborhood, they often go in pairs or 
groups and thus carry a part of their familiar world \vith them. 
Obtaining and holding jobs require association with Anglos, but 
the relationship is a commercial one, and such personal informal 
relations as are established on the job are largely with other 
Spanish-speaking employees. Courtship and marriage are likely 
to be within the group; and the new family finds living quarters 
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in the same community or in a similar one dse^vhcre. Religious 
and recreational activities require minimal associations with 
Anglos. The church membership is likely to be a segregated one, 
whether Catholic or Protestant. Spanish language movies are 
usually available; if not, one attends English language movies, 
but often in company vdth other Spanish-speaking persons. 
Spanish language radio programs can be heard in almost any 
part of the Southwest, and their number is increasing as Anglo 
advertisers come to appreciate the extent of the purchasing power 
of Spanish-speaking listeners. Illness can frequently be handled 
%vithin the community or neighborhood group, for almost ever)’- 
one kno^vs something about eilicacious remedies, and where com- 
mon knowledge does not suffice, there arc still medicos, cuTonderas, 
druggists, and, occasionally, physicians within the group to whom 
one can turn. Death, too, is often a segregated affair, with the 
funeral conducted from a segregated church, by a Spanish- 
speaking undertaker and with interment of the deceased among 
his kind in a segregated cemetery or section of a cemetery.” 

Segregation is thus both a cause and an cfTcct of retarded 
assimilation. Spanish-speaking people tend to live among their 
own kind in separate communities because they arc aware of 
cultural differences beUvecn themselves and those they some- 
times refer to as “gringos.” Separate communities minimize the 
opportunities for cross-cultural contacts and thus delay the ac- 
quisition of Anglo cultural traits. Lack of Anglo trails makes for 
continued awareness of difference and a continuation of the 
tendency to live apart. And so the circle continues. 

tack of tcoc/ers 

A third important factor in the slow rate of acculturation of 
Spanish-speaking people is the failure of the group to develop 
witliin itself leaders who can help bridge the gap between the two 
cultures. In the whole Southwest there arc relatively few persons 
who, because of exceptional talent or strong motivation or for- 
tunate circumstances, or a combination of all three, arc able to 
give effective leadership to any considerable part of the Spanish- 
speaking population.” Aridc from these few, such Icadersliip as is 
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available is institutional in that it comes from persons who exer- 
cise it because of their position, not because of ability, leadership 
skills, or other personal qualities; it tends to be opportunistic 
and individualistic in that leaders seek to satisfy their own self- 
interest rather than promote the welfare of the group; or it is 
sometimes unrealistic in that it stresses opposition and resistance 
to Anglo culture and an attempted glorification of old traditional 
ways. 

Basic to the observed inability of the group to develop adequate 
leadership is undoubtedly a cultural tradition in which there was 
no great necessity for personal leadership and little opportunity 
to practice the art. Basic also, and for the same reason, is the lack 
of any tradition of what might be called “followership.” In the 
Spanish-American culture, as exemplified in the Rio Grande vil- 
lages, few problems arose that called for any decision-making or 
policy-forming and those few could be handled by institutional 
leaders— priests, patrSns, older males— who exercised this privi- 
lege because of who they were rather than their fitness as to 
personal characteristics or abilities. Owing to this cultural ar- 
rangement and the fact that existence was precarious and any 
experimentation might have devastating results, the qualities 
that make for leadership in an Anglo world — initiative, imagina- 
tion, daring, orientation toward change — were given a low value 
by the group. In one sense the whole community w’as a single 
organization set up to ensure the necessities of economic and 
social life to its members, a function that it performed well. Since 
the community provided for all areas of liWng, there was little 
need to set up separate special organizations to carry on particu- 
lar functions.^' Tims, there was no tradition among the Spanish- 
Amcricarrs, and scarcely any among Mc.xican-Amcricans and 
Mexicans, of deliberate, self-conscious organization for the pur- 
pose of achiering specific ends. WTiat tendency there is toward 
organization is largely the result of contact \rith Anglos and is 
itself an cridcncc of some degree of acculturation. 

Many attempts have been made to organize Spanish-speaking 
people in the Southwest for s-arious purposes. But until recently, 
with one or two exceptions, thc>’ haw been failures. Tu’O regional 
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organizations, the Alianza Hispano-Araericana and the League 
of United Latin American Citizens, have been in existence for a 
fairly long time, but one is largely a fraternal insurance group and 
the other a loosely organized series of local councils that have had 
no consistent regional program and only sporadic success in some 
local communities. Neither has exercised any long-range influ- 
ence among the Spanish-speaking group. In 1952 the most vigor- 
ous organizations among the Spanish-speaking people were the 
American G.I. Forum and the Community Service Organiza- 
tion. The Forum is a group of young Spanish-speaking veterans 
who were organized under the dynamic leadership of a Corpus 
Christ! physician, and who, largely in south Texas,®® were meeting 
wth some success in their fight to eliminate discrimination against 
Spanish-speaking people, improve health and educational condi- 
tions, and make their influence felt in local and state politics. Tlie 
Community Service Organization, working largely with urban 
people in Los Angeles and other parts of southern California, was 
moving toward virtually the same objectives. Both undoubtedly 
owe much of their success to the fact that they have been active 
among people tvho have come toknotv and appreciate the neces- 
sity for and cflectivencss of organization in the Anglo culture. 

Aff/fude of Suspicion and Alisfrusf 
A final factor that may be mentioned as a retarding influence 
in acculturation Is an attitude of suspicion and mistrust that 
operates primarily against Anglos but in some areas, as already 
suggested, is also directed by some Spanish-speaking people 
against others of the same group. The result is the under- 
mining of sincere efforts at leadership and organization from 
srithin the Spanish group and an umvilHngncss to cooperate with 
Anglo individuals, agencies, or organizations in programs in- 
tended to benefit the Spanish-speaking people. Anyone familiar 
with the history of contact between Anglos and Spanish- 
Americans can understand hosv this attitude might have devel- 
oped. Its persistence, however, is a definite detriment to the ac- 
culturation of the Spanish-speaking people, since it tends to 
reduce both the amount and the range of association waili Anglos. 
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FACTORS THAT PROMOTE ACCULTURATION 

Of course, not all of the forces operating on the Spanish- 
speaking people are working in the direction of retarding accul- 
turation. There are some very powerful influences that tend to 
promote acculturation and, in the long run, they will be decisive. 

Populafion Size 

One such influence is that resulting from the difference in the 
size of Anglo and Spanish-speaking populations. There are only 
a few million Spanish-speaking and more than 150 million 
Anglos. Each group will influence and be influenced by the other, 
with the extent being, in part, related to the size of the groups. 
The smaller group is certain to be attracted toward the ways of 
the larger, since contacts and association cannot be entirely 
avoided and since the adoption of Anglo ways is usually psycho- 
logically or materially rewarding. The larger group is not likely 
to be so much affected by cultural borrowing as the smaller. 
Some Anglos, particularly those living in the Southwest, will 
adopt a few elements of the Spanish cultural heritage — the 
language, some food tastes and preferences, styles in clothing or 
decoration — but most Anglos will be unaffected, since they have 
little or no contact with Spanish-speaking persons. Some Spanish 
cultural elements will become relatively stable parts of the Anglo 
culture on regional or national levels — as, for example, the use of 
such words as canyon, anoyo, and mesa and the architectural use of 
the comer fireplace in southwestern buildings — but these will be 
few in number and not very important in the totality of Anglo 
culture. 

To oversimplify the process, acculturation may be thought of 
as a function of the proportion of contacts or associations with 
persons outside one’s culture to the total number of associations or 
contacts one has. A good proportion of the contacts of the Spanish- 
speaking people in the Southwest arc with Anglos and the num- 
ber ^vilI continue to increase. In the case of the Anglos, except 
possibly those living in areas where there are large concentrations 
of Spanish-speaking people, the proportion of contacts tvilh the 
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Spanish-speaking is fairly low and is likely to continue so. The 
opportunities and pressures for acculturation are thus going to be 
greater for the Spanish-speaking than for the Anglos, if for no 
other reason than the relative sizes of the two groups. 

Urbanizafion 

But there are other reasons, too. One of them is urbanization. 
The Spanish-Americans and Mexicans come from rural areas and 
a long tradition of rural living. Their culture is adapted to the 
conditions of rural life; it is not equally well adapted to urban 
conditions. Urbanization is fairly new to the Southwest and to 
those areas of Mexico from which the Mexican-Americans and 
Mexicans come. A hundred years ago, for example, there ^vas not 
a single town in the Southwest with a population as large as 5,000 
and not more than 20,000 persons in the area lived in settlements 
as large as 2,500. Loa Angeles in 1850 was a village of 1,600. San 
Antonio had not yet reached a popiUation of 3,500. Today nearly 
three-quarters of the Spanish-speaking population of California 
live in or near Los Angeles ; there arc J 00,000 or more in or about 
San Antonio; and considerable numbers live in Houston, Dallas, 
Denver, San Diego, El Paso, Albuquerque, Tucson, and other 
cities of the Southwest. 

The implications of this shift for the culture of the Spanish- 
speaking people arc many and profound. A few can be mentioned 
here to illustrate the point that urbanization is a powerful force 
toward acculturation. New family and community relations have 
developed. There arc more divorces, more marriages outside the 
group. New economic relations and activities have appeared, as 
hav« new patterns in recreation. Tbe use ot Spanish has deeJined”* 
and the language itself has changed as new concepts have been 
added and English words borrowed or adapted. There arc more 
intragroup and intergroup tensions and conflicts. Qass divisions 
have gro\\'n sharper and the various subgroups within the Spanish- 
speaking group are not so homogeneous as thej' once urre. Old 
holida>*s have been lost; new ones !ia\'c been added. Increasingly 
tlie focus of attention of children is away from the home. These 
and the many other changes that liavc resulted from tlic shift 
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from rural living to city living have been disruptive of old ways 
and have brought ne\v pressures. 

Urban living, in contrast to rural life, brings many changes in 
patterns of association. A given individual comes into contact 
with greater numbers and more diverse types of persons in the 
city than in a rural community. A higher proportion of his con- 
tacts arc with people he does not know and who do not know 
him. A greater proportion of his relationships are thus contrac- 
tual; a lesser proportion arc personal. This shift in type of rela- 
tionships has important implications for the Spanish-speaking 
person who comes from a cultural background in which nearly 
all relationships were personal and where the only contacts were 
with well-known people. He is likely to leave a situation involving 
association with an official or professional Anglo — for example, a 
visit to a doctor or a state employment agency— feeling unsatis- 
fied, puzzled, and perhaps resentful because he does not know 
how to evaluate or respond to impersonal relationships and does 
not feel at ease with them. 

The Anglo official or professional person who deals with 
Spanish-speaking people is frequently likely to feel that they are 
too ready to become dependent, that they seem to want him to 
make decisions for them, that they do not come up to his expecta- 
tions of what their part of the relationship should be. He is accus- 
tomed to impersonal relationships and to a separation of business 
and personal relationships. The Spanish-speaking person comes 
from a culture in which there is little or no separation of what is 
personal or private from what is public or a matter of business. 
Anglo and Spanish-speaking people thus approach their relation- 
ships with different expectations of what is proper behavior; and 
when the behavior of other people does not conform to their 
expectations either is likely to be dissatisfied with the outcome of 
the association. But impersonal, contractual relations are char- 
acteristic of urban life, and however unsatisfactory they may be, 
the Spanish-speaking person who in a southwestern city 
must enter into them. And in so doing and in learning to be at 
ease with them, he loses a part of his own cultural heritage and 
acquires a part of that of the Anglos. 
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Mobility 

Another factor that operates to facilitate acculturation is mo- 
bility. The cultural tradition of the Spanish-Americans and 
Mexican-Americans has been one in which individuals did not 
move around much either physically or socially. Individuals 
were born, grew up, and died in or near a single community, and 
the status of the family into which they were born was the status 
they held throughout their h'fctlmc- In contrast Co that pattern, 
the Spanish-speaking people of the Southwest today move about 
freely and, in increasing numbers, are within a lifetime able to 
change their social status. Few of the adults living at 1407 
Felicity Street were born in Arcadia. The heads of most of the 
families moved a number of times before coming to their present 
residence and will undoubtedly move again.®* Most of the men, 
and some of the women, have held more than one job. None of 
this particular group has moved very far up tlie social or eco- 
nomic scale, but at least the possibility of so doing has been 
present. 

There is, in addition to the movement of Spanish-speaking 
people themselves, another way in which mobility affects the 
acculturation of the group. It is the movement of Anglos into 
areas previously occupied by the Spanish-speaking. Tlie first 
contacts between the two groups resulted from the wesnvard 
expansion of Anglo culture, and during the past hundred years 
there has been a continuous movement of Anglos into the South- 
west. Tliey and the elements of their culture have penetrated 
everywhere, so that it is no longer possible for many Spanish- 
spetddng persons to avoid extensive contact ^viU^ cither. The 
plaza in the village of Trampas, New Mexico, for example, has 
not moved. It still stands where it has stood for more than a 
century. But now there is a gasoline pump on one side of the 
plaza, a symbol of the encroachment of Anglo culture. TIjc pump 
and the canned and packaged foods on the shelves of the store 
behind it, and the electric ^vi^cs that come in across the fields and 
join each of the houses to tlie outside world arc wdcncc tliat the 
native of Trampas docs not have to go outside Iiis %'illagc to be 
affected by Anglo culture. ^Vhcthc^ one goes out to meet it or 
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remains at home to await its coming, Anglo culture intrudes, 
bringing changes that are not always foreseen and not always 
welcome, but that are inescapable. 

Education 

Another important factor in fostering acculturation is formal 
education, ^vhich we have already discussed in other sections of 
this chapter. The school, as Anglos know it, was not an important 
part of the early culture of the Spanish-Americans or Mexican- 
Americans.** Until recently almost no one in the villages of the 
Middle or Upper Rio Grande valleys or in the small towns and 
remote communities on the central plateau of Mexico had much 
interest in or opportunity for formal education, and no one suf- 
fered any particular disadvantage for not having gone a number 
of years to school. Anglo culture, on the other hand, places a high 
value on formal education, and individuals who fail to win a di- 
ploma of some kind frequently feel r^et at their lost opportunity. 

Although their education dehdencies are still the subject of 
much concern among professional educators,®* the Spanish- 
spealdng people are participating more and more in formal edu- 
cation, and are thus subjecting themselves and their children to a 
powerful acculturative experience. The official language of the 
schools everj^vhere in the Southw«t is English and, although 
there are some Spanish-speaking villages in which teachers use 
Spanish in the classrooms, the schools in general provide an 
atmosphere in which there is both an incentive and an oppor- 
tunity to learn and use English. The schools are also means 
whereby Anglo concepts, ways, and values can be communicated 
to natively Spanish-speaking children, so that the child who 
finishes eight or twelve grades of school has been long exposed to 
Anglo cultural elements. Parents, too, are affected by the school 
experiences of their children. There is contact between parents 
and teachers and school administrators, and pressure is exerted 
on parents to participate in such Anglo organizations as the 
Parent-Teachers Association. In urban areas Spanish-speaking 
children are increasingly fiiushing high school, and considerable 
numbers of them have attended college through availing them- 
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selves of veterans’ benefits. In high school and to an even greater 
extent in college, Spanish-speaking students are thrown into fre- 
quent and intimate association with Anglos. Outside of certain 
special courses, the Spamsh language cannot be used. High- 
school and college students arc thus subjected to three strong 
acculturative forces in the English language, the curricula they 
study, and their close association with English-speaking students. 
The result in most cases is the acquisition of a good many Anglo 
cultural traits. 

The few factors that could be mentioned here are by no means 
all that influence the acculturation of Spanish-speaking people. 
Any member of (he group is subject to these and to many other 
influences in varying intensity, and the degree of acculturation 
that he attains is a function of his total experience in both cul- 
tures. The influence of a particular kind of c.xpericncc will vary 
according to such factors as the emotional state of the person at 
the time of the experience, the age at which the experience began, 
the extent to which it could be related to other experiences, and 
the number of times it is repeated. Thus, wliiJe it is possible and 
useful to make broad generalizations about the entire Spanish- 
speaking group and the subgroups >vithin it, these generalizations 
do not necessarily provide any basis for understanding or predict- 
ing the bcharior or attitude of a given individual in a particular 
situation. 

IMPORTANCE OF AN UNDERSTANDING OF CULTURAL OR 
SUBCULTURAL DIFFERENCES 

Medical personnel and others whose occupation or position 
brings them into association srith members of (he Spanish- 
speaking population— or of any other group e.xhibitjng cultural 
or subcultural dificrcnccs— can prob.'ibly develop more satisfac- 
tor)* relationships and give more eflectivc service if they arc sensi- 
tive to the implications of cultural dificrcnccs and know some- 
tiling of the specific culture of the group wth whom they are 
working and of the possible range of difTcrcnccs within the group. 

A relationship wth any particular Spanish-speaking individual 



LA GENTE DE LA RAZA 


99 

could possibly be made more satisfactory to both participants if 
the Anglo professional person or official could know the particu- 
lar subgroup to which the Spanish-speaking person belonged and 
something about the extent of his participation in the Anglo 
culture — specifically where he was born, where he has lived, how 
much schooling he has had and where he received it, where he 
has worked and at what jobs, how well he knows English, to what 
social class he belongs, what religion he professes, and similar 
types of information. Such knowledge, although not of absolute 
predictive value for an individual, might help to explain such be- 
havior as nonattendance at clinics, failure to have children im- 
munized, the use of laymen or marginal professionals in the 
treatment of illness, reluctance to enter or remain in a tubercu- 
losis sanitarium, leaving a hospital against medical advice, the 
use of folk remedies — for example, the wearing of amulets or 
copper bracelets to ward off disease — even during hospital con- 
finement, and similar actions and attitudes that are puzzling from 
an Anglo point of view. If such behavior can be seen and inter- 
preted as an expression of cultural conditioning rather than as 
simply the whimsical result of individual deviance, it becomes 
possible to anticipate it and to devise effective ways of changing 
it or of adapting to it. 

Stated in more general terras, a knowledge of the cultural and 
subcultural orientation of his patient and of its possible bearing 
on the behavior of the patient in the clinical situation is an im- 
portant instrument in the complex of knowledge and skills that 
the professional medical practitioner brings to his work. This is 
not to say that he must have the detailed knowledge of the social 
scientist. What he does need is an awareness of the extent to 
which cultural and subcultural orientation can influence be- 
havior and some general knowledge about the particular atti- 
tudes, points of view, values, beliefs, and behavior patterns of the 
cultural group from, which his patient comes. So equipped, he is 
able to see uniformities in and reasons for kinds of behavior that 
otherwise might be ascribed to individual perversity, indifference, 
apathy, or ignorance and to so direct his own behavior as to 
obtain the desired patient response.** 
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Some of the diverse backgrounds possible to Spanish-speaking 
southwestemers are reflected in the inhabitants of 1407 Felicity 
Street. Pedro Trevino and his boarder Alessandro Flores are both 
Spanish-Americans. Both were bom in small rural villages and 
have come by devious routes to be residents of an Anglo city. 
Their attitudes and behavior stiU reflect much of their village 
origin. Rafael Gurule is a Mexican-American, bom in a rural 
area, but brought up along the Mexican border where the cul- 
tural influence of Mexico was strong. He has lived much of Iris 
life in cities and has acquired many Anglo characteristics. His 
wife, Virginia, is Spanish-Amcrican. She grew up on a ranch and 
in a small to^vn in southern Colorado and, until her marriage, 
had never been farther than a few miles away from her birthplace 
and had had no extensive contacts with English-speaking people. 
When soon after their marriage the Gurules moved to Arcadia, 
Virginia took Nvith her a kind of rigid adaptiveness that has en- 
abled her to adjust to the imperatives of city life and at the same 
lime keep much of her rural and Spanish-American heritage. 

Simoneta Roybal is also Spanish-Amcrican, but she lacks the 
stability that could come from a childhood spent in a Wllage 
environment. Having moved almost constantly during her early 
childhood and having spent much of the past five years cither 
alone or as a patient in an institution, Simoneta occupies a limbo 
somewhere bct>vccn two cultures and is not really a part of cither. 
With foster parents and parents both dead, and brothers and 
sisters long since out of touch \rith her, and with no husband and 
no close friends, Simoneta can move neither toward a closer iden- 
tification with the Anglo wa>-s she has never had an opportunity 
to learn nor back toward the Spanish-Amcrican svays of her 
parents from which she was separated almost at birth. She is cut 
off from the institutional tics of fanuly and church and lacks the 
necessary social skills to develop tics in the Anglo culture. TIius, 
she is an agcnc>' problem. 

The Atendos arc Sp.inisb-Anierican, but were both bom in 
Arcadia, so that their Sp.-inish heritage has been relatively weak 
and their exposure to Anglo culture relatively strong. Conse- 
quently they are Uic most acculturated of the Fclidiy Street 
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residents, and many of their behavior patterns and attitudes are 
indistinguishable from those of Anglos. They are fluent in the use 
of English and have enough command of Anglo skills and ways 
to give them a relatively good income, which enables them to live 
more comfortably than their neighbors. Although they have been 
married several years, they have no children, a fact that has 
caused interested comment among some of the other wives in the 
building. They have an eye to the future and intend to improve 
their economic position. For them the influence of family and 
church are weak, but this is not particularly detrimental since 
they find satisfaction and stability in the Anglo pattern of 
husband-wife relationship, clique participation, and the expecta- 
tion of upward social mobility. 

The Vigils are Mexican-Americans, both born in a rural area, 
and both relatively little affected by their exposure to Anglo 
culture and city ways. Antonio has changed jobs occasionally, 
but has remained always within the area of unskilled labor. He 
has had the opportunity for no more than a bare minimum of 
contact with Anglos, having always lived and worked among 
other Spanish-speaking people. His wife Marfa is traditionally 
concerned with her home and her children and has not formed 
many associations other than the old family and church relation- 
ships. 

The influence of Mexico is still strong among the Rubios, 
although no member of the family has been in that country for 
more than thirty years. Miguel and his parents were bom there, 
and Concepcidn, Miguel’s wife, although a native of Tucson, was 
much exposed to Mexican cultural influence through her parents 
and her nonfamily associations in the border region in which she 
grew up. Josefina, the grandmother, is a strong stabilizing influ- 
ence in the family. She has made few concessions herself to Anglo 
culture and serves as a strong focal point of resistance for other 
members of the family. 

In behavior, belief, and attitude the inhabitants of 1407 
Felicity Street reflect the various cultural and subcultural herit- 
ages and the differing personal experiences each has had. In this 
respect, and in educational, soci^, economic, and political at- 
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tainments, they are like a good proportion of the Spanish- 
speaking population of the Southwest. They are not, as has been 
pointed out, entirely representative of the large group. Nor could 
they be. But they do illustrate, in their persons and problems, the 
types of cultural and subcultural difference that can be stumbling 
blocks for those who seek to give health, ^velfare, educational, or 
other social services to a population group different from that 
from whicii they themselves come- 
The Arcadian physicians, social workers, nurses, teachers, 
ministers, and priests have been ajmetimes quite successful and 
sometimes conspicuously unsuccessful in attaining their profes- 
sional objectives with the individuals and families they work with 
at 1407 Felicity Street, Linda Trevino’s life \rill be cut short be- 
cause neither physician nor visiting nurse has been able to get her 
to cooperate in restricting her activity to the amount that she can 
do safely. Alessandro Flores refused to enter a convalescent home 
where he could get good care, but, fortunately for him, a Wsiting 
nurse was able to find a substitute course of action that took care 
of his problem almost as well as if he had entered a home. 
Virginia Gurulc might have been spared the need to have her 
baby born on the floor of a hospital and the resident physician 
might have avoided some bc\ri!dcrmcnt and embarrassment had 
there been a little better understanding and communication bc- 
ttveen Virginia and the hospital staff. Louis Gurule has been in 
the state reformatory for boys once and may well go there again 
and possibly later to the state prison unless he gets some cffcctiv'c 
guidance. Simoncia Roybal suffers needlessly from goiter and Iicr 
baby daughter is undernourished. Fcrmfn and Rachel Atcnclo 
might have saved the S150 they paid a mtdlca for what they 
believed would be a cure for Rachel’s kidney condition. Marfa 
Vigil could be persuaded to reduce the danger of infecting her 
children wth tuberculosis if she were properly approached. The 
bowed legs of Ruby \^gjl and the ttvisted foot of Rosalie Rubio 
could be straightened if their parents could be brought to see the 
rclatiN'c case with which something might be done about these 
conditions and tlic serious ps>Thol(^ical and social consequences 
of allosring them to go untreated. 
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A knowledge of their culture is no magic talisman which will 
enable the professional person to solve all the problems that may 
beset him in his dealings with Spanish-speaking persons or others 
who are culturally or subculturally different. But a knowledge of 
culture can be a useful asset which, while possibly of little utility 
by itself, may have the property of making other knowledge and 
skills more effective in their application. Between the members of 
one cultural group and those of another there is frequently a 
cultural chasm that is difficult to bridge. Each tends to see his 
ways of thinking, believing, and behaving as right and natural 
and proper and any deviation from those ways as strange, 
bizarre, and incomprehensible. And each evaluates his o^vn 
behavior and that of the other in terms of a cultural yardstick 
which, understandably perhaps, almost always shows his be- 
havior to be admirable and sensible and that of the other, to the 
extent that it deviates from his, to be less so. 

The chasm that separates Spanish-speaking and Anglos in the 
Southwest is in some areas of their relationship both wide and 
deep and in others hardly perceptible. Its full course cannot be 
traced here, but some parts can be briefly observed and perhaps 
indication given of how it may in places be bridged. 
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THE CULTURAL CHASM 


One who looks casually at the English-speaking and Spanish- 
speaking populations in the Southwest is more likely to be im- 
pressed with their similarities than with their differences. The 
behavior of Spanish-speaking people, particularly in its more 
obvious aspects, does not differ greatly from that of the Anglos 
among whom they live. Both wear the same kinds of clothing 
and eat about the same kinds of foods at about the same intervals. 
Both drive automobiles if they can afford them, listen to radio 
and television sets, and patronize motion picture theaters. In 
both groups the husband characteristically goes out to work and 
the wife stays home to care for the children and the house. The 
practice of middie-class wives working outside the home is prob- 
ably less prevalent among Spanish-speaking than among Anglo 
families, but some Spanish-speaking wives do go out to work. 
Both populations send their children to public or parochial 
schools with the belief that they will assure the children an easier 
and more abundant life than their parents had. Both treat their 
ailments with preparations from the drugstore and if these fail 
seek professional advice and help. In all such practices, the 
variations between the groups are matters of degree rather than 
kind and the range of variation within cither of the groups is 
greater than the range of difference between them. 

Despite these similarities, there are, however, differences in 
points of view and ways of bcha\dng that occasionally make it 
difficult for members of one group to understand the behavior 
of the other. No member of the hospital staff, for e.xample, is 
certain as to why it was necessary for Virginia Gurule to have 
her baby born on the hospital floor. Visiting nurses in Arcadia 
are sometimes baffled by ^vhat seems to be a complete indifference 
104 
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of Spanish-speaking mothers to the health of their children. A 
staff member of the Texas Employment Service who went to 
some trouble to get well-paying, out-of-state jobs for a group of 
young Mexican-Americans cannot quite understand why a num- 
ber of them soon quit their jobs and returned to their home 
communities where there were no comparable economic oppor- 
tunities. School teachers and employers often feel frustrated at 
their inability to get school children and employees to report at 
the appointed time. Social workers are frequently exasperated 
at the purchase by relief clients of a iate-model car, an expensive 
radio or television set, or some other "luxury.” Sometimes, of 
course, these instances of what seems to be aberrant behavior 
are traceable to individual idiosyncrasies. More often they are 
due to culturally derived differences in values, attitudes, pref- 
erences, tastes, and patterns of perception. 

When cultural differences arc wide, it is fairly easy to take 
them into account in attempting to understand the behavior of 
a member of a different culture. Where they are not very great 
and the resulting variations in behavior are somewhat subtle, 
as between the English-speaking and Spanish-speaking of the 
Southwest, it is easy to forget that they exist and to expect that 
persons possessing the attributes of a slightly different culture 
will behave as we do. When they do not, tlie tendency is strong 
to react wth moral disapproval and the application of various 
kinds of sanctions in order to bring about the expected behavior. 
Anglo school officials, for example, frequently feel that some 
Spanish-speaking parents ought to be more concerned about 
the school attendance and progress of their cliildrcn, and a 
common topic in discussions of the "problem” of educating 
Spanish-speaking children is how much coercion should be used 
to assure the interest and support of parents. There is also a 
further tendency, when members of the culturally different group 
have highly visible biological characteristics, to sec their bc- 
harior differences as somehow due to innate genetic factors that, 
through some unexplained mechanism, produce the questionable 
behavior. 
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BELIEFS OF ANGLOS ABOUT SPANISH-SPEAKING PEOPLE 

One is not surprised, therefore, to find among Anglos of the 
Southwest a great body of opinion and belief about the char- 
acteristics and abilities of the Spanish-speaking people, some of 
which is fairly sound but much of which is sheer nonsense.^ But 
whether fact or fancy, these beliefs and opinions can be and are 
used to determine, justify, and explain the behavior of Anglos 
with respect to members of the Spanish-speaking group. They 
enabled, for example, a south Texas employer of “Mexican” 
labor, in testifying before a congressional committee, to speak 
of “a thing that is very typical of the race. It used to be if they 
got $3, they would lay off for maybe a day, because at that time 
they could get a botde of vino for probably four bits, and Mama 
would make them kick through with the rest of it, and they would 
get drunk on that botde, and they would not come back. Now, 
they get more money and unfortunately a lot of them lay off 
longer after pay day.”* The same gentleman, a few minutes 
later, was also able to say that “as far as the race is concerned, 
they are the Bnest people to be around. They are a happy race; 
they are very congenial. They try to please to the best of their 
ability.”’ 

If the Mexican-Americans migrate periodically to follow the 
cotton harvest, as they do in some parts of the Southwest, their 
wanderings are ascribed to their possession of a gypsy spirit that 
predisposes them to a peripatetic life. If Spanish-speaking chil- 
dren are retarded in school, as many of them are, the reason is 
said to be that they are slow-witted and not natively endowed 
for academic pursuits. If Mexican-Americans and Mexicans arc 
found in large numbers in stoop-labor jobs in agriculture, it is 
believed they are naturally adapted to such work and suffer little 
or no physical discomfort from it. If a Spanish-speaking employee 
or patient or client fails to appear on time for an appointment, it 
is remarked that he belongs to a group that is naturally irrespon- 
sible and undependable. If Spanish-speaking families of eight 
or ten persons are found liwig in one or two rooms, it is said to 
be because they are very gregarious and like the cro\vding. 
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Notions such as these are quite prevalent in the Southwest 
wherever Spanish-speaking people are found in any considerable 
numbers. They have the merit, for those who accept them, of 
providing easily understandable reasons for the behavior and 
the status of Spanish-speaking persons and at the same time of 
showing why the behavior derives from and the status is justly 
proportional to the abilities and capacities of the group. They 
provide also an easy way to rationalize the status quo and to make 
unnecessary any attempts to improve conditions for the Spanish- 
speaking group. If the status of Spanish-speaking people is a 
direct result of the operation of innate characteristics, as many 
of these beliefs imply, then obviously there is no point in trying 
to make any changes in their condition. They are already in the 
positions and relationships they are best suited for, and any 
attempt to alter matters would only result in bringing discomfort 
and dissatisfactions to this “happy race.”^ 

There have been a few attempts, all of doubtful quality, to 
validate “scientifically” some aspects of the stereotype of the 
“Mexican” as it is held in parts of the Southwest. One such 
study, written by a candidate for a Master’s degree in sociology 
at a Texas institution of higher learning, pointed out that the 
“Mexicans” of the area under study were fairly docile and caused 
little trouble for the reason that they lacked “that inborn feeling 
of inferiority to the white race that causes the Negro’s resentment 
of segregation and inequality.” Among the other characteristics 
of the “Mexican race,” this investigator noted the following: 

(i) laziness, as manifested in a disinclination to work, unless 
absolutely necessary; (2) no sense of time, a lack which was 
observable in the inability of “Mexican” children or their parents 
to get anywhere on time; (3) gregariousness, as shown in a pref- 
erence for living under very crowded conditions; (4) artistic 
ability; "the Mexican has an intense love of color; a love of music 
is an animate quality of the race”; (5) contentment with condi- 
tions as they are, as revealed in a lack of ambition and the absence 
of efforts to improve their status; (6) **a native charm of manner 
and innate sense of courtesy”; (7) ^ disregard for the truth, which 
reveals itself in a type of chronic lying that is "not vicious, but 
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comes about largely through a childlike inability to stick to the 
truth”; (8) a lack of thrift and tendency to spend money for 
pleasure rather than for necessities; (9) a strong gambling instinct; 
(10) honesty; (ii) a tendency to be hot-tempered and vengeful; 
and (12) an innate ability for dancing and rhythm. 

A somewhat different but overlapping set of characteristics 
was noted for “Mexicans” by another student who had had many 
years’ experience teaching their children. Among the traits he 
found characteristic of the “Mexicans” as a group were: (i) a 
spirit of charity toward everyone, particularly toward other 
“Mexicans”; (2) a spirit of sociableness and hospitality; (3) a 
capacity for strong domestic affections; (4) an extreme sensitivity 
to insult; (5) artistic ability but no creative originality; (6) a love 
of any kind of music; (7) a sense of appreciation for favors; (8) re- 
spect for authority; (g) loyalty to friends; (1 0) fondness for sports 
coupled with the inability to lose gracefully; (1 1) a fondness for 
talking; (12) a tendency in children to be slow thinkers; (13) a 
“total lackof any worthy ambition”; and (14) a passion for gam- 
bling.® 

Anyone who has had an opportunity to work with and observe 
Spanish-speaking people in the Southwest will immediately rec- 
ognize that underlying some of these generalizations are ways 
of behaving that can be observed among some members of the 
Spanish-speaking group. The weakness in the two studies men- 
tioned, and in others of a similar nature that have been made, 
lies less in the observation than in the inadequacy of the assump- 
tions on ^vhich the generalizations rest; for example, that there 
is a “Mexican race” of which the population observed was a 
representative sample; or that complex social behavior is largely 
determined by genetic inheritance. The weakness is also due to 
the failure of the investigators to take into account their ov-n 
cultural biases and values. Few if any of the generalizations 
cited above are valid as stated. Certainly none is demonstrably 
due to any genetic inheritance, as the investigators supposed. 
But many of them are based on observable behavior traits that are 
characteristic of some members of the Spanish-speaking popula- 
tion in some situations. A good many Spanish-speaking people 
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do habitually arrive late at functions. So do a good many Anglos. 
A student of the history of the Spanish-American villages would 
certainly notice the relative absence of effort toward change or 
improvement during much of their existence, although if he ^ve^e 
wise he would seek the causal factors in something other than 
innate lack of ambition. Anyone observing the tender devotion of 
many Mexican-American children toward their brothers and 
sisters could understandably suppose them to have an extraor- 
dinarily strong capacity for family affection. Those who have 
attended meetings of Spanish-speaking people and listened to a 
seemingly endless succession of speakers can perhaps be forgiven 
for believing that members of la raza have a fondness for talking. 
But these behavior characteristics, to the extent that they exist 
among the Spanish-speaking population, are, like all social be- 
havior patterns, learned responses to types of recurring situations. 
They vary considerably from person to person and from time to 
time. And they are not innate. 

Any generalization that is made about the behavior of any 
large group of people is almost certain to be a great oversimpli- 
fication. When the generalization relates less to the actually ob- 
served behavior than to the motives thought to underlie it, that 
is, the “why” of the behavior, it is likely to be even more over- 
simplified. And when it is made by persons belonging to a 
different culture, their own cultural values and biases frequently 
lead to the imputing of motives and attitudes that do not exist 
in the persons being observed. Furthermore, the observ'crs tend 
to evaluate the behavior and to make judgments of approval 
or disapproval about it on the basis of tlieir ideas of what kind 
of behavior is appropriate in the obser%'cd situation and often 
fell to take into account the possibility that, as a result of their 
participation in a different culture, the persons obscr\-cd may have 
quite dissimilar ideas and be acting in accordance wth them. 

When an Anglo, for example, cither explicitly or by implica- 
tion, makes the statement that ‘‘Mexicans are la::)’,” he is either 
repeating something he has heard or is drau-ing a conclusion 
from his o\vn obscn'ations. Of, since this particular statement is 
frequently heard in tlic Soullm'est and opportunities for obsening 
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^‘Mexicans” in work situations are not uncommon, he may be 
doing both. In either case the evidence on which it is based is 
likely to be such as to make it unacceptable to any but the most 
uncritical.® Furthermore, the statement itself is not a description 
of behavior, but rather an inference of an attitude that is thought 
to be a motivating force in eliciting certain types of behavior 
responses. And, since the term “lazy” is for Anglos a value-loaded 
symbol, the generalization carries a judgment of disapproval of 
the inferred attitude. Thus, what the Anglo is saying, in effect, 
is: “I have heard or observed that some ‘Mexicans’ do not work 
in situations or under circumstances in which I think that ^vork 
is the appropriate response. I conclude, therefore, that they have 
an attitude toward work that is different from mine, and since 
mine is right and good, theirs must be wrong and bad.” What 
such judgments disregard, of course, is the possibility that the 
behavior of the “Mexican,” insofar as it actu^ly is different and 
is not merely thought to be, may derive from another set of 
attitudes and values in terms of wWch it is “right and good” and 
any other kind of behavior “wrong and bad.” 

It is not the purpose here to undertake an exhaustive analysis 
of the attitudes and values underlying the behavior of Spanish- 
speaking persons in the Southwest. The basic research that might 
provide the data for such an analpis is far from complete, and, 
even if the information %vere available, the analysis would take 
far more space than can be given in these pages. We propose to 
exanune a few characteristics deriving from the historical circum- 
stances of Spanish-speaking people of the Southwest that may be 
influential in determining the behavior of Spanish-speaking 
persons in activities involving relationships with Anglos. Insofar 
as possible, attention >vill be centered on characteristics* in which 


• It must be remembered that these arc poup characteratio t^t may or ^ 
not be exhibited by any given individuai Among ten tliousand or a hun^ 

experience. So may any given Anglo. 
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there is considerable variation between the Anglo and Spanish- 
speaking ideal. 


LANGUAGE DIFFERENCES 

One of the most obvious differences, of comse, is that of 
language.’ Inability to speak a common language presents an 
almost insuperable barrier to communication and makes difficult 
the achieving of a wide range of mutually satisfactory relation- 
ships between Anglos and Spanish-speaking people. Inability to 
speak English, or to feel at case with it, is a powerful factor in 
the tendency of many Spanish-speaking people to avoid any but 
the most necessary contacts with Anglos. The resulting maximiz- 
ing of contacts with other Spanish-speaking people and mini- 
mizing of interaction with Anglos tend to make unnecessary the 
acquisition of English, since the individual can in many areas get 
along well without it. Thus, language difference is both a cause 
and an effect of isolation, and as such exerts a strong influence in 
the perpetuation of other cultural traits of Spanish-speaking 
people and in retarding their integration into the Anglo group. 

A person living in the Spanish-speaking sections of such cities 
as San Antonio, El Paso, or Los Angeles can live fully without 
knowing a word of English. But, since it is almost impossible to 
avoid hearing English or seeing it printed, the proportion that 
does not know any English is probably quite small. Some kno^vl- 
edgc of the language is both convenient and desirable, since one 
inevitably is drawn into relationships with such people as govern- 
mental agents, potential or actual employers, or school teachc« 
'vho may not know Spanish. And, if one %vishes to extend his 
relationships with the English-speaking community, a good com- 
mand of the language is essential. Furthermore, since English is 
the language of the classroom in all parts of the South^vcst, tlic 
schools are a channel through which its use is constantly being 
facilitated. Thus, there are strong forces operating to promote 
the acquisition and use of English by Spanish-speaking south- 
westerners, and the degree to which any given individual can or 
cannot use the language is a function of his differential exposure 
to the various influences that operate on members of the group. 
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The use of a dififerent language, quite apart from any effect 
it may have on intergroup communication, is of itself something 
of a barrier to the establishment of good relations, particularly 
in an area like the Southwest where the great majority of the 
Anglo group are monolingual. Many Anglos are annoyed and 
sometimes become suspicious or angry when, in their presence, 
Spanish-speaking people begin to “jabber” in their own language. 
The irritation is likely to be particularly strong when there are 
observable signs of levity in the conversation. At such times the 
Anglos feel they are being laughed at, or at best “talked about.” 
Feelings thus engendered occasionally find expression in retali- 
atory acts against the Spanish-speaking. More often they are 
worked off in indignant discussions with other Anglos in which 
the main theme of the conversation is the old, familiar one: “If 
they don’t want to learn English why don’t they go back where 
they came from?” 

The ability of the Spanish-speaking to communicate in a lan- 
guage that the Anglo does not understand strengthens the subjec- 
tive a^varencss of differences between the two groups and makes it 
easy to set up categories of “we” and “they” which, once estab- 
lished, help to obscure the tremendous similarities between the 
two populations and to focus attention on the relatively minor 
differences. To the English-speaking professional man or woman 
the use of Spamsh by a patient, client, or student — particularly 
when accompanied by other actions that do not coincide with 
Anglo notions of bcharior appropriate to the set of circumstances 
under consideration — can cause irritation, hostility, frustration, or 
other reactions that may be damaging to the professional reladon- 
slup. One persistent notion jn the Southwest is that manySpanish- 
speaking people pretend not to know English even though they 
actually do. There may be occasional instances where this is true, 
but they arc not nearly so common as they arc thought to be. The 
idea, however, whether true or not, provides a handy rationaliza- 
tion for the Anglo in situations where use of the Spanish language 
hinders or prevents establishing a good relationship. It justifies 
any irritation he may fed by making it possible to place the blame 
for the communication block on theSpanish-spcakingperson.TIiis 
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rationalization of his emotions may be good for the Anglo, but, 
unfortunately, it does not improve the quality of the relationship. 

Another prevalent notion, but happily one not frequently 
encountered among professional people, is that there is a correla- 
tion between the volume of sound and the ability to comprehend 
a language. The belief is seldom so stated, but its existence can 
be inferred from observing attempts by English-speaking people 
to communicate with those who speak only Spanish. The Anglo 
begins in an ordinary tone of voice. As it becomes apparent that 
he is not being understood, he repeats his remarks in a louder 
tone. As the volume goes up — presumably along with the Anglo’s 
blood pressure — the Spanish-speaking person makes greater and 
greater efforts to comprehend the significance of such vehemence, 
but good intentions and desires cannot be substituted for a knowl- 
edge of English, and so he understands nothing except that he 
IS missing something of possibly great importance. Having failed 
to communicate even by shouting, the Anglo may be strongly 
tempted to conclude that his listener is stupid, particularly if he 
happens to have some preconceived ideas about the mental 
capacities of the group to which the listener belongs. But, again, 
neither the action nor the resulting rationalization of its failure 
does anything to improve communication or to bring about the 
kind of interaction desired. 

In relations between Anglos and Spanish-speaking people in 
the Southwest, it is expected that the latter will make the greater 
effort to open channels of communication by becoming bilingual. 
They, it is felt, have an obligation to leam English, but there is no 
considerable corresponding feeling that Anglos ought to leam 
Spanish. Since English is the language of the country and the 
Spanish-speaking people came here voluntarily — the special case 
of the Spanish-Americans is usually ignored when this argument 
is being presented — it is felt that they should make an effort to 
conform to our ways, particularly in the matter of using our 
language. And the failure of some to do so is a definite source of 
exasperation to many Anglos. 

The expectation is a reasonable one and has much to recom- 
mend it Iwth from a moral and a practical standpoint. All per- 
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sons living here should, for the sake of unity and harmony, acquire 
the attributes that will enable them to be included in the group 
designated by the term “we.” To fail to do so is to perpetuate 
differences that are felt to be both undesirable and possibly 
dangerous. From a practical standpoint, the ability to use English 
opens doors to more opportunities and rdationships than are 
available to persons who speak only Spanish. It is not wholly 
without significance that income, social acceptance, freedom 
from discrimination, and similar indices of desirable status are 
roughly correlated with ability to use English. 

An awareness of these considerations makes it difficult for many 
Anglos to understand \vhy the Spanish-speaking people as a 
group are not more strongly motivated to learn English, and 
allows them to interpret the inability of some Spanish-speaking 
people to understand or speak English as being due to stupidity 
or some form of hostility. Actually the reasons for the persistence 
of Spanish in the Southwest are many and complex. Isolation 
and the concentration of Spanish-spcaldng people in areas where 
they are the numerical majority are certainly factors; so is the 
proximity to Mexico and the ebb and flow across the border of 
large numbers of people from areas where English is not spoken. 
The failure of our school systems to enroll and hold Spanish- 
speaking students and to work out effective means of teaching 
them English cannot be ignored. Psychological considerations 
related to individuals’ feelings of security probably enter the 
picture. And other reasons could be cited. But whatever the 
reasons, the inability of many Spanish-speaking people to speak 
and understand English is a differenUating factor, contributing 
to the persistence of feelings of disapproval, dislike, and mistrust 
between the dominant and minority populations in the South- 
Nvest and hindering the establishment of effective channels of 
communication and mutually advantageous relationships bc- 
Uvecn members of the two groups. 

The lack of any considerable feeling that Anglos should Icam 
Spanish is evident from the fact that for relatively few jobs in the 
Southwest involving interactions >vith Spanish-speaking people 
is a kno^vledge of Spanisli required as a qualificadon. Only in jobs 
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where the work involves dealing \wth persons known not to speak 
English and where the relationship clearly involves benefit to 
organizations or persons other than the Spanish-speaking, is a 
knowledge of Spanish a requisite. To handle large numbers of 
Spanish-speaking agricultural workers, crew chiefs with a knowl- 
edge of their language are needed. The bracero program of con- 
tract labor importation uses persons on some levels who must 
speak Spanish. Railroad crews, construction gangs, and other 
types of mass employment often need supervisory personnel who 
know Spanish. But where the relationships are with individual 
Spanish-speaking persons or are primarily for the benefit of the 
Spanish-speaking, the Anglo worker usually is not required to 
speak Spanish. Municipal and county officials and employees, 
public health nurses, probation officers, welfare workers, and 
school teachers, to mention only a few categories, are not usually 
expected to know Spanish, even though their work may be al- 
most entirely concerned with Spanish-speaking people. This 
means for them, at least to the extent that they work with people 
unable to speak English, some measure of ineffectiveness in their 
work, poor cooperation with those they work with, and much 
additional effort to achieve a given result. It means for the non- 
EngHsh-speaking person inadequate service, a poor understand- 
ing of his rights and responsibilities with respect to a givenagency, 
and curtailment of experiences that might facilitate his acquisi- 
tion of Anglo ways. 

There is probably no general rule as to which language is 
preferable in dealing with Spanish-speaking people throughout 
the Southwest and in all kinds of situations. If English is not 
known, Spanish will have to be used or there will be no effective 
communication. This means that in areas where there is a heavy 
concentration of Spanish-speaking people some of the personnel 
of agencies offering public services and others who have business 
or professional relations with Spanish-speaking indiriduals or 
groups will need to know Spanish. For communication %vith 
persons who may know some English, but whose age, personal 
experience, unfamiliarity with Anglo >vays, inability to hear well, 
or other factors may make communication in English difficult, it 
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is probably economical in terms of both time and effectiveness of 
communication, as well as courtojus, to use Spanish as much as 
possible. With individuals who know English well, it is probably 
better to use that language, particularly in the early stages of a 
relationship, and thus avoid the possibility of giving offense to 
persons who might resent an implication that they do not kno\v 
English. Adolescents and young adults, especially those \vho have 
already taken on many of the attitudes and values of Anglo 
culture, frequently are sensitive about their group identification 
and do not like being addressed in Spanish by an Anglo stranger, 
although they may use that language in conversations among 
themselves. 

One other aspect of language difference needs to be mentioned. 
This is the extent to which language itself both embodies and 
detemunes the thought and perception patterns of a cultural 
group. Language enables us to make sense out of reality. It pro- 
vides for each of us a way of isolating, categorizing, and relating 
phenomena \vithout which experience could be only a confused 
succession of sensations and impressions. Our perceptions, to the 
extent that they represent anytWng more than crude sensation, 
arc organized around concepts, each of which is represented by 
one or more verbal symbols. \Vhat a person "secs,** tlic meaning 
it has for him, and how it is related to other phenomena arc 
determined by the concepts he has, and these in turn arc learned 
from the social groups into which he was bom and wth which he 
lives. Since concepts arc represented in verbal symbols, the 
language a person kno%N’3 and uses is a good guide to llie way he 
perceives events and objects in the world about him. 

Like other elements of culture, language for most of us is so 
taken for granted that frequently u’c arc not aware of the clues it 
provides for understanding our ou"n bcliavior and tliat of other 
people. It is not u-ithout significance, for example, that, as Arthur 
Campa has pointed out, in English a clock runs, while in Spanish 
it \%'alks (ri rehj cnia).* Sudi a simple difference as tliis lias enor- 
mous implications for appreciating differences in the bchaWor of 
English-spc.iking and Spanish-speaking persons. If lime is mo%-ins 
rapidly, asAnglo usage declares, wc must hurryand make use of it 
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before it has gone. If time walks, as the Spanish-speaking say, one 
^ take a more leisurely attitude toward it. If an English-speak- 
ing workman arrives late at his job with the excuse that he missed 
the bus, the language he uses indicates that he was the active 
agent in his failure to make connection ^vith the bus and he, 
therefore, is responsible for the lateness. A Spanish-speaking 
workman, in the same circumstances, would not say that he 
niissed the bus but that the bus left him. The active, and there- 
fore culpable, agent was the bus, not the ^vo^kman, and he cannot 
blame himself nor docs he expect to be blamed for his late ar- 
nval. The Anglo foreman, however, who knows that people miss 
buses, is not likely to be sympathetic to the notion that the fault 
lies with the bus, particularly if he also is told that the workman’s 
clock was “walking” a bit slowly. 

In the repetition and proliferation of small diffcxcnccs such as 
these lies the basis of large misunderstandings between people of 
different cultures. Unable to understand in terms of the concepts 
of his culture, that buses leave people, that objects lose tJicmsclvcs, 
that automobiles \vreck them^ves, that dishes break themselves 
by falling away from people, that diseases arc the manifestation 
of the will of God, the English-speaking person reaches into his 
box of categories and brings out concepts in terms of which his 
c-xpericnccs make sense to him. And thus the Spanish-speaking 
people come to be labeled as untruthful, or irresponsible, or 
lazy, or superstitious, or arc assigned .some other stcrcotj'pcd 
characteristics. Thereafter their behavior is “understood,” but 
not in a way that is conducive to Uic establishment of either 
deeper and more accurate levels of understanding or mutually 
satisfactory relationships benveen members of the two groups. 

DIFFERENCES IN ORIENTATION TO TIME 

The cultural characteristics of any people arc not a haphazard, 
random collection of elements unrelated to each other or to the 
environmental situation in whicli that people finds itself, 'fhe)* 
ttre ratlier a closely knit, interrelated, and interdependent set of 
trails that have been developed, not b>' die application of any 
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predetennined logical scheme, but through the slow, unplanned 
series of accretions resulting from trial-and-error attempts of the 
group to find ways of adjusting to its environment.® The principal 
function of culture is a purely utilitarian one, to enable the group 
to survive. Each trail has— or once had, since some traits tend to 
persist long after changing circumstances have made them un- 
necessary-some relationship to other traits and some relevance 
for the environment in which the particular group happens to 
live. Culture has its locus in the personalities of people, and per- 
sonality is built up by successive layers of experience. New layers 
may be added; old ones cannot be taken away, although they 
may be greatly compressed. When people move, their culture 
goes wth them. And, if one wishes to know the “why** of their 
behavior, he must look to the old environment as well as to the 
new. 

Many of the traits that distinguish the Spanish-speaking and 
Anglos in the Southwest can be seen as related to the particular 
lustorical and environmental circumstances the two groups have 
experienced. An example is the well-known and frequently 
mentioned difTercnce in their orientation to time.*® Stated in 
somewhat extreme form the difference is this: The Anglo is 
primarily oriented toward the future; the Spanish-speaking per- 
son is oriented toward the present and, to a lesser extent, the im- 
mediate past. Anglos tend to be much preoccupied with time. 
They carry watches and make a point of referring to them fre- 
quently. Huge clocks arc a pronancni part of many public 
buildings. Clocks arc also displayed in windou-s of stores and 
offices. Radio and television programs frequently remind their 
audiences of the correct time. Appointments arc made for a 
specific hour and minute, and a !ugh value is placed on being 
“on time.’’ Da>’S arc broken up into small segments of time and 
certain amounts of the precious stuff are allotted to cadi actlriiy. 
The rhythm of firing is primarily a daily one, and a person tends 
to do the same thing at the same hour each day. “Time is money’’ 
the Anglos tell each otlicr, and to “waste” time- that b, to fail 
to do something designed to influence the future in some way- 
while not exactly sinful b subject to disapproxal. 
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Not only clocks but also calendars are important elements in 
the time orientation of Anglos. Nearly every home has at least 
one and most offices have several. They are consulted frequently, 
and most Anglos would feel a little apologetic if they were unable 
to give on request the date, month, and year. In fact, one test of 
samty in the Anglo culture consists in asking what day and year 
it is. Many Anglos have their time scheduled or at least tenta- 
tively planned far in advance; they know what they are likely to 
be doing at a given time weeks, months, and in some cases, even 
years in the future, health and other factors permitting. Rela- 
tively few of the activities Anglos engage in have much signifi- 
cance for the moment. Many are oriented toward the future and 
are essentially attempts to control the future. Thus, the present is 
important not for itself, but because it offers an opportunity to 
engage in activities that can affect the future. In other words, for 
Anglos most activities are not ends in themselves but are rather 
means to ends, the attainment of which lies somewhere in the 
future. 

Unlike the Anglo, the Spanish-American or Mexican-Ameri- 
can is likely to be strongly oriented toward the present or the 
immediate past. He is not a visionary, with his eyes on the golden 
promise of the future. Nor is he a dreamer brooding over the 
glories of the past. Rather he is a realist who is concerned with 
the problems and rewards of the immediate present. The past, 
since he comes from a folk culture with no tradition of writing, 
was not carefully recorded, contained little that was sufficiently 
out of the ordinary to justify recording, and has been almost for- 
gotten. The future, since for hundreds of years it brought almost 
nothing different from what he already had, offers no particular 
promise and is neither to be anticipated with joy nor feared. But 
the present cannot be ignored. Its demands must be coped with. 

Its rewards must be enjoyed — now. 

The Spanish-speaking person, whether Spanish-American, 
Mexican-American, or Mexican, has had in his immediate past 
some contact, direct or through his parents, with a village, 
agricultural society. In the village the rhythms of life were 
seasonal rather than diurnal. What one did on a particular day 
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did not matter; what one did during the year mattered a great 
deal. The community was small and the division of labor not 
very complex, and most people did what others of their age and 
sex were doing and at approximately the same time. There was 
no need for the intricate interrelating of activities that is so 
necessary in an urban-industrial society. A man awoke in the 
morning knowing from the season what tasks he might engage in 
that day. But the tasks were seldom urgent, and if he chose to do 
them in one order or another or put them off until another day, 
neither he nor anyone else was inconvenienced. There being no 
“jobs,” no first-of-the-month bills, no pressure toward competi- 
tion, no formal organizations, no particular value placed on 
preciseness of any kind, few clocks, and no resources or skills with 
which more could readily be constructed, there was no pressure 
to develop any particular concern with time. And so the villagers, 
both in Mexico and along the Rio Grande, developed through 
many generations of almost imperceptible change cultures in 
which time was a matter of no particular consequence. 

As Arthur Campa pointed out fifteen years ago, Anglos have 
developed some peculiar and erroneous notions about SpanUh- 
speaking people’s conceptions of time.” We have already men- 
tioned tliat there is a wdespread misconception among Anglos 
in the Southwest which holds that tlic “Mexican” is lazy and that 
he will not ^vork unless coerced. “Mexicans” arc believed to have 
a manana attitude which leads them to put off until tomorrow 
many things that they should do today, and as a result little ever 
gets done. Actually this generalization is based on accurate, al- 
though incomplete, obscrv'ations. What throws if off is the failure 
of the Anglos who make or accept the generalization to take into 
account the “Mexican” attitude toward time. The Anglo works 
now in order to be rewarded in the future. The Spanish-speaking 
person, having no vcr>’ definite concept of the future, prefers im- 
mediate rewards. ^Vhat the manana attitude actually involves is 
that the Spanish-speaking person puts off for an indefinite mafiena 
those things that can be put off and docs today those that can be 
done only today. If what must be done today is v^-ork— as in the 
case of a harvest or the need to cam monc>'— the \N-ork is done, 
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not gladly perhaps or with any sense of dedication, but tvith an 
uncomplammg acceptance of the responsibility of the moment. 

hen what must be done today is something else-participadon 
n a fiesta, say. or in the celebration of the birthday of a patron 
saint, or embracing an opportunity to visit distant relatives- 
hen what must he done now or never is done and what can be 
postponed until another time-work perhaps— is postponed. In 
a very real sense the Spanish-speaking person lives in and for the 
present, a fact that frequently bothers and confuses Anglos who 
live in today but for tomorrow. 


There are many illustrations of difficulties caused by the dif- 
ferent time orientations of Spanish-speaking and Anglos. Some 
are trivial, as for example the bewilderment of some Spanish- 
spealdng people when asked by a physician, “What day would 
you like to come to clinic next week?” How are they to reply to 
this strange question? How can they know how they may feci 
next week or what they will be doing? What is there to make one 
sy preferable to another? And \vhy come next ivcck, anyway, 
'vhen they are at the clinic now? Some arc more serious, as for 
example the irritation of employers at employees who fail to 
appear for work or who habitually arrive late, and the resulting 
closing down of employment opportunities to Spanish-speaking 
workers. Some have extremely serious consequences. C3onsidcr, 
for example, the case of the Spanish-speaking woman who is 
knoivn to have tuberculosis in an early stage but refuses treat- 
ment because she feels well at the moment and secs no point in 
mconvenicncing herself now in order to aroid a possible con- 
sequence in the nebulous future. 

Like other aspects of culture our attitudes toward time arc so 
much a part of us and seem so right and natural that it is difficult 
to understand how anyone could haw a dincrcni point of vfew. 
That a person could have no particular concern for the future is 
almost inconceivable to an Anglo. Tliat an Anglo will sacrifice 
the present for some possible gain in the dubious future is likely 
to be equally inconceivable to nn}'one reared in a Spanish-Amcri- 
can or Mexican village. Tiic difTcrcncc in point of riew could be 
"‘cll illustrated by Uic old story of the grasshopper and the ant 
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were it not for the fact that the story, as told by Anglos, is already 
interpreted from the Anglo point of view, in that the attention 
throughout is focused on the ultimate fate of the improvident 
grasshopper and the certain — although also temporary — survival 
of the industrious ant. By passing lightly over the values deriving 
to the grasshopper during his long summer and emphasizing the 
tragedy that befalls him as a result of his unconcern for the future, 
the story seems to demonstrate beyond doubt the wisdom and 
rightness of the Anglo attitude toward time. (It also illustrates 
the value the Anglo places on the accumulation of material pos- 
sessions!) But with only a slight change of emphasis it could be 
made to illustrate the orientation of the Spanish-speaking people. 
The eminently sensible grasshopper lives each day according to 
the imperatives of the day, enjoying \vhat may be enjoyed, endur- 
ing what must be endured. The coming of \vinter brings more 
than he can endure, and he perishes, having lived fully and well, 
albeit briefly. The foolish ant, tvith an eye to the future, toils 
throughout the summer, storing up food against the coming cold. 
He survives the tvinter and is rewarded with another summer’s 
toil. The version one prefers depends on his values. There is no 
way of proring that one story is better than the other, or that one 
point of view about the relative importance of present and future 
is better than the other. The most that can be expected is that one 
be aware of the possibility that there can be a point of riew other 
than his own and that penons haring dificrent attitudes toward 
time may be expected to behave somewhat difTcrcnily in given 
situations, at least some of the time. 

DIFFERENCES IN ATTITUDES TOWARD CHANGE 
Closely related to a group’s attitudes toward time are the views 
of its members about change and progress. Anglos, of course, arc 
higlily oriented toward cluinge. For nearly three hundred years 
thc>' haw been living in a period of accelerating cluinge. H.ardly 
a day passes th.it docs not bring its quota of new things— new 
discoveries, new inventions, new products, new relationships, new 
perspectives, new ideologies, new problems. New automobiles arc 
introduced witli tlic announcement of 85 “important new im- 
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proyements” over the models of only a year ago. A soap that just 
weeks ago was only slightly less than miraculous in its cleansing 
power ,s replaced by an “entirely new and gready improved" 
lormula. A new source of power— atomic energy-is bringing 
new promises, new worries, and new fears. Newness among the 
Anglos has come to be valued for its own sake, and oldness alone, 
quite apart from any other characteristic a person or object or 
event may have, is enough to make it or him somewhat undesir- 
able. 

Much of the attractiveness of new things derives from their 
being thought to be somehow better than the old, and thus the 
notion of progress becomes associated with the fact of change. To 
the Anglo progress is a self-evident fact. How can he doubt it 
when the evidence is all about him? Not only is he the recipient 
of new things — but each is bigger, better, more 
efficient, more durable, brighter, more powerful, more con- 
^nient, more mechanized, more accurate, more comfortable, 
than its predecessors. Not only is this the best of all possible 
worlds, but by the minute it is getting better. There are problems, 
of course, and many imperfections, but progress is being made 
toward their solution and they will not exist, or will be greatly 
diminished, in the future. There is probably nothing the Anglo 
more completely accepts than the notion that change is good and 
progress inevitable.^* 

The Spanish-speaking person, coming from another back- 
ground, has a somewhat different orientation toward change and 
progress. He and his ancestors have lived for many generations in 
an environment in which there was almost no change and in 
which efforts toward innovation, had they occurred, might have 
been seen as dangerous. Isolated from the main stream of ^vestern 
civilization, cut off from all but the most meager of contacts with 
urban centers, and living, for the most part, in a somewhat pre- 
carious equilibrium with their environment, the Spanish-speak- 
jng people had but little opportunity either to experience or 
initiate change. Until very recently the change that occurred 
Within the lifetime of a man was almost unnoticeable. The village 
of an old man was essentially the village into which he had been 
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born. Neither people, nor objects, nor events changed very much 
or very rapidly. The future, if envisioned at all, was seen as an 
extension of the present. There being little or no change, there 
could be no notion of progress. There being no conception of 
progress, there could be no desire for change. Security and sta- 
bility lay in the old, the familiar, and the well-tested ways and 
techniques. Uncertainty, and possibly danger, came wth the 
new, the unfamiliar, the untried. 

The present-day Spanish-speaking person, living in an Anglo 
world, may be handicapped in his efforts to understand and be 
understood by the persistence of attitudes toward progress and 
change which he inherited from the village. He may mistrust and 
fear the changing future into which the Anglo so buoyantly 
rushes. He may want to hold onto whatever he can of the old and 
familiar rather than pursue the new. He may be confused by the 
effort to adjust to a constant succession of new elements and fail 
to grasp the principle that it is the succession, the flow, that one 
must adjust to and not the elements that make up the stream. His 
attitudes and his behavior may be such as to make Anglos im- 
patient or exasperated at what they interpret as being lack of 
initiative, backwardness, unprogrcssivcncss, or satisfaction with 
things as they are. Some Spanish-speaking persons, of course, 
have caught the Anglo point of view and, like recent converts to 
a religion who are more zealous in their observance than older 
members of the faith, have become enthusiastic devotees of 
change and progress. But these arc likely to be the more accul- 
turated members of the Spamsh-speaking group who arc rapidly 
becoming culturally indistinguishable from the Anglos. For the 
less acculluratcd members — older persons or those who have had 
relatively little contact with Anglo waj-s— the old altitudes per- 
sist to some degree and operate to Interpose barriers to good un- 
derstanding and cffccliNx interaction between them and Anglo 
professional people. 

differences in attitudes toward work and efficiency 

Closely related to a group’s orientation to time and its attitudes 
tow-ard diangc and prosren arc tl>e toIucs iu membera place on 
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Work, achievement and success, and on efficiency. Here again 
one can note wide differences between the Anglo and Spanish- 
speakir^ ideals. 

Anglos arc doers. They like to be busy. As a group they value 
activity above contemplation. As a group, too, they see indus- 
triousness as a virtue. Work for them is a value in itself, regardless 
of the return it may bring. It is simply better to work than not to 
work, and one of the worst things that can be said of an individual 
IS that he is lazy — that is, that he does not like to work. Idleness is 
thought to be very close to sinfulness and those who do not work 
or work only with reluctance are regarded as being deficient in 
character. Anglos identify themselves with and are identified by 
their work. One of the best ways for an Anglo to answer the ques- 
tion “Who is he?” is to say what he docs. If one Anglo asks an- 
other, “Who is that man?” and receives the reply that “he is a 
banker” or “he is a plumber” the question is considered ade- 
tjuately answered. The extent to which Anglos identify themselves 
with their work can be seen in the reluctance of many of them to 
retire, even when they could well afford to do so, and in the tre- 
mendous sense of loss of identity and purpose that came to many 
people in the 1930’s when, as a result of the depression, they lost 
their jobs. Reduction of income and of the security that in our 
culture derives from income was psychologically traumatic, but 
almost equally so was the lack of “something to do.” 

Associated wth the emphasis on work is the Anglo’s preoccu- 
pation with success. Indeed, if work has any meaning beyond 
itself, it is that it is a road to success— which may be defined as 
anything from a greatly increased income to achieving notoriety 
or attaining an upward social and occupational mobility. Suc- 
cess, as the term is commonly used, refers less to a subjective 
satisfaction with one’s performance than to an objective recogni- 
tion by others that one has attained commonly esteemed goals. 
Success is such a valued goal that the means by which one reaches 
it are not always critically judged. The ideal of success e.xtends 
even across generations, and parents are eager to give their chil- 
dren “the right kind of start” so that they will have successful 
careers and an easier life than their parents. The notion that they 
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someho^v ought to be a success acts as a constant incentive to 
Anglos to "keep their noses to the grindstone” and work for a 
successful — although seldom accurately envisioned — future.” 

Minor, but nonetheless important, values of working Anglos 
are efficiency and practicality. As a group they pride themselves 
on their practicality and on the “know-how” that makes tliem 
and their products efficient. They arc inclined to be a bit im- 
patient with theoretical considerations or with the philosophical 
implications of their activities and want to get on wth the “prac- 
tical” business of “getting the job done.” The statement fre- 
quently heard in discussions among Anglos, “I agree with you in 
theory, but it just isn’t practical,” iUusiraics their concern with 
practicality, which usually takes the form of action directed to- 
ward the attainment of short-run, isolated goals. It is tliought 
“practical,” for example, to pass and enforce laws providing for 
the capture and incarceration of tuberculous persons >vho refuse 
to go to sanitariums for treatment, since this provides an “effi- 
dent” way of removing possible sources of infection from the 
community. Practicality and cffidcnc>' are both high \'alues and 
no “right-nunded” Anglo would think of questioning the validity 
of such a statement as “it is better to be practical than impracti- 
cal,” or “it is better to be efficient than incfiidcnl.” 

In attitudes toward work, success, efficiency*, and practicality 
the ideal dewpoint of the Spanisli-spcaking person is far from 
that of Uic Anglos. Tlic Spanish-speaking ideal is to be rather than 
to do. This may be related to the fact that in the villages it \s*ouId 
have been almost impossible to identify a given indiddual by 
telling what he did, since Ujcrc were few, if any, specialized oc- 
cupations and no one did anything very different from anyone 
else. To place a villager one needed to know his age and sex, what 
family he belonged to, and what was his position in the family. 
Further identification was in terms of his person.*!! cliaractcristics. 
Or the emphasis on being may be related to tljc fact that in the 
ullages opportunities for “doing” were quite limited, so ili.it the 
only way a person could li.i\*c a difTcrcniiatcd status \%'as in terms 
of wluil he was. At any rate, there never dcsrlopcd among the 
Spatush-speaking any great concern for doing. AcUdty was not 
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highly valued and work was looked upon as something necessary 
utofno particular importance in itself. Work was the lot of man, 
an one did what he needed to and no more. And, indeed, why 
o more, when it would only result in more food than one could 
eat Or more clothes than one could wear or more houses than one 
could live in? When the results of one’s work are products that 
roust be immediately consumed or utilized, work beyond the 
ability to consume or use is meaningless. And so the Spanish- 
roerican and Mexican villagers, having few storage facilities and 
ittle opportunity for trade, developed no tradition of work either 
as an end in itself or as a means to a possibly more abundant life. 

Circumstances that might have led to the development of a 
nve toward success were also alKcnt in the villages. A person 
was esteemed on the basis of his possession of qualities that for 
the most part were the qualities of others of his sex and age and 
that were definitely self-limiting. Where everyone has the same 
characteristics and skills, it is almost impossible for anyone to be 
outstanding; and where esteem is based on such uncontrollable 
tactors as sex, age, family membership and centers in such limited 
areas as being a good son, a just father, a good provider, a faithful 
Wife, the ability of an individual to command very much of it 
through his own efforts is definitely restricted. There were simply 
no avenues in the village through which “success” as the Anglo 
knows it could be achieved, and so no cult of success and no 
particular awareness that one must be either a “success” or “fail- ■ 
ure” developed. 

Nor was there much concern for practicality or efficiency. The 
one was guaranteed by the fact that familiar techniques had 
survived the test of time and were known to give certain fairly 
predictable results. Furthermore, if one spent a good portion of 
his time doing what he wanted to do, a certain practicality was 
assured by the fact that satisfactions were sure to follow the 
activity or it would not be continued. And, since goals were 
relatively few, simple, immediate, and attainable, the question 
of the practicality of a given action could quickly and easily be 
settled. A basic reason for the development of a concern for 
efficiency is undoubtedly that it is economical in terms of time or 
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effort. But in the villages there ^vas no great concern with time, 
and effort ^vas regarded as the lot of roan, who ^vas bom to toil. 
More efficient means of crop husbandry might have produced 
more abundant yields. But for what? More efficient techniques of 
animal husbandry might have brought about a much better 
quality of Uvesto<^. But why?** 

In this general area, as in many others, there are abundant 
opportunities for misunderstanding and misinterpretation be- 
tween Anglos and Spanish-speaking. The Anglo finds it difficult 
to understand why Spanish-speaking people seem to have no 
“ambition,** why they apparendy have no drive for success and 
are seemingly or actually content to live year after year >rith no 
observable striving for upward mobility. He is likely to interpret 
this in his terms and in accordance with his values as due to a lack 
of “gumption,** or as resulting from ignorance or laziness or in- 
difference or some other characteristic which he regards as un- 
desirable. A frequent complaint of Anglo supervisors of Spanish- 
speaking employees is Uiat they sometimes lack initiative in seek- 
ing another task when they have finished one tliat has been as- 
signed them. Having finished one job some sit and wait for some- 
one to find another for them, a practice that makes considerable 
sense in terms of the attitudes and \’alucs of the wllagc culture, 
but which is at almost complete variance >rith Anglo notions of 
ho\v employees ought to bcliavc. 

DIFFERENCES IN ATTITUDES OF ACCEPTANCE AND RESIGNATION 

A closely related trait of die Spanish-speaking people is their 
sorac>vhat greater readiness toward acceptance and resignation 
than is cliaractcrislic of the Anglo. Whereas it is the belief of the 
latter dial man lias an obligadon lo struggle against and if pos- 
sible to master the problems and difficulties dni beset him, the 
Spanish-speaking person is more likely to accept .and resign him- 
self to whatc\-cr desuny brings liim. With his c>*cs on the future, 
ihc Anglo tells himself and his friends that “wliilc there is life 
there’s hope.** Greater difficuldes mean greater obligations to 
struggle to surmount them, and the success stories that Anglos 
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tell each other and their children are frequently of cultural heroes 
who were distinguished by the fact that against great odds and a 
high probability of failure they struggled and won success. The 
stories of the rise of President Lincoln from log cabin to White 
House and the numerous tales of young men who started with 
determination and a shoestring and rose to fame and fortune 
affirm not only a belief in democratic values but also the need 
to rebel gainst circumstances, to overcome environmental limi- 
tations, and by effort to reach the goals of one’s own choosing. 
The environment is something to be manipulated, to be changed 
to suit his needs, and the Anglo reserves his deepest admiration 
for those who “never say die.” 

The Spanish-speaking person, by contrast, is likely to meet 
difficulties by adjusting to them rather than by attempting to 
overcome them. Fate is somewhat inexorable, and there is 
nothing much to be gained by struggling against it. If the lot of 
man is hard—and it frequently is— such is the will of God, in- 
comprehensible but just, and It is the obligation of man to accept 
it. Behind the Spanish-speaking person there is no tradition of 
heroes who conquered against great odds— unless one goes back 
to the time of the Spanish eonquisiadores. In the collective recollec- 
tion of village life there is only the remembrance of men and 
women who were born, resigned themselves to suffering and 
hardship along with occasional joys, and died when their time 
came. Great and stirring deeds were not done in the villages: no 
one conquered disease, or changed the face of the earth, or com- 
posed memorable music, or invented a mechanical marvel, or 
illustrated the heights to which a man could rise if only he had 
vision and courage and an indomitable will. This is not to say 
that there were not men of vision and valor among the ancestors 
of the present generation of Spanish-speaking people. There were, 
and there are among those now alive. But the particular kinds of 
valor and vision required for one to feel consistently that he not 
only r-an but should make the attempt to triumph over difficulties 
and obstacles, however great they may be, were not developed to 
any considerable degree by the kinds of experiences the Spanish- 
speaking villagers historically have had. 
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The attitude of acceptance and resignation, to the extent that 
it exists, is difficult for Anglos to understand. Feeling that a per- 
son ought to rebel against circumstances, ought to master and 
control them, Anglos are puzzled by the behavior of persons who 
apparently do not share these feelings. An Anglo who falls ill feels 
an obligation to “do something*’ about his sickness, a feeling 
that is generally shared with an equal or greater intensity by 
his family and friends. Sickness is something which one must 
struggle against and, if possible, overcome. So the sick Anglo, 
^vith the encouragement and assistance of his relatives and friends, 
treats himself or seeks professional help and generally engages in 
or submits to a series of activities designed to restore his health. A 
frequently expressed fear during illness is that something that 
might be done is not being done; and death, when it occurs as a 
result of disease, is made acceptable to the survivors by the as- 
surance that “we did everything which could be done.” When 
the Spanish-speaking person becomes ill, he may also treat him- 
self or seek professional assistance, but there is not so strong a 
feeling that he should or must do so. If the patient is uncomfort- 
able and the onset of the disease fairly sudden, treatment may be 
started quickly. If the disease comes on gradually and in the early 
stages involves no great discomfort, the patient and his family 
may feel no strong obligation to do anything about it. Or, in 
cither case, such treatment as may be given may be abandoned 
if it is required over too long a period of time, or is expensive, or 
docs not produce definitely observable results. 

Spanish-speaking persons suffering from chronic diseases arc 
sometimes so indifferent to treatment that Anglo health workers 
become exasperated. A county health officer recently spoke of a 
Spanish-Amcrican father who “contributed to the murder of his 
daughter” by not following medical advice and sending his 
daughter to an institution where she might have been treated for 
her tuberculosis. Both father and daughter were told what would 
happen if the girl were not treated, but the warnings had no cffTcci 
on either. The girl remained at home and died in her early twen- 
ties. Tlic Anglo health officer and his colleagues attributed the 
dcatli to rirtually criminal negligence on the pan of the father 
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and spoke bitterly of his apparent callousness and lack of love for 
his daughter. The father and others in the famil y sa\v the death as 
a regrettable but natural phenomenon and ^vere comforted by 
the fact that their love for the girl was such that she could spend 
her last days in her own home surrounded with warmth and affec- 
tion, and had not been committed to the impersonal care of 
Anglo strangers. 

The attitude of accepting rather than lighting against cir- 
cumstances is sometimes given expression by withdrawal from 
unpleasant or potentially difficult situations. Thus, Spanish- 
speaking persons who need professional services may withdraw 
from contact with an Anglo who could give those services if they 
encounter evidences of hostility, or if they are being too strongly 
urged to make a decision or take some course of action which they 
are reluctant to pursue. The withdrawal may take the extreme 
form of refusing the Anglo admission to the home when he or she 
makes a professional call. It is more likely, however, to find ex- 
pression in polite reticence and a passive refusal to cooperate. 
One aspect of the withdrawal tendency is the frequently en- 
countered reluctance of Spanish-speaking people to make initial 
contacts with Anglo agencies— clinics, employment offices, and 
the like — where they are uncertain as to what they may expect 
or what may be expected of them, and where there is always the 
possibility of encountering some prejudiced person who is hostile, 
or perhaps some employee whose bureaucratic impersonality 
seems to imply an indifference to their problem. 

Another manifestation of a general attitude of acceptance is a 
kind of passivity toward persons in authority, which has led 
Anglo employers and supervisors to comment on the “docility” 
of Spanish-speaking employees, who are seen to be exceedingly 
responsive to orders and demands made upon them by their em- 
ployers. The idea of the “docile Mexican” is particularly prev- 
alent in areas near the border and probably derives in part from 
the presence of large numbers of wetbacks ^vho have no choice 
but to be docile since they arc here illegally, and who generally 
ace not familiar enough with Anglo ^vays to know how to protest. 

To the extent that docility as a characteristic of Spanish-speaking 
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persons exists elsewhere in the South^vest, it is likely to be a mani- 
festation of the general tendency to accept circumstances rather 
than to rebel against them, to adjust by conforming rather than 
by resisting. 

The tendency to accept and conform, however, does not mean 
that the Spanish-speaking person lacks strong feelings of indi- 
viduality and is content to be an undifferentiated member of a 
group. On the contrary, as many Spanish-speaking people them- 
selves have noted, there is among members of the group a need 
for self-assertion and to be recognized for one’s personal qualities, 
a need that finds some fulfillment in the establishing of personal 
relationships; in the institution of machismOy an exaggerated em- 
phasis on masculinity; in outbursts of temper and, sometimes, 
overt aggression; and in the practice of the art of public speaking. 
This is not the “rugged individualism’’ of the Anglos, whicli 
stresses independence and the obligation of the individual by lus 
own efforts to wrest from a hostile environment what lie wants. 
It is rather an individualism of being rather than doing, a need 
that is satisfied by recognition rather than by accomplishment. 
Tliis trait of “individualism” is seen in the inability of some 
Spanish-speaking people to orient themselves to such an abstrac- 
tion as “the job” and their seeking to establish, cs’cn in situations 
th.it by Anglo standards do not warrant them, personal relation- 
sliips with employers, politicians, and oilier persons of influence 
and authority. An Anglo can be “loyal” to a job and an organiza- 
tion and expect no more recognition than that included tn his 
impersonal relations to those about him in the organizational 
hierarchy. The Spanisli-spcaking person is more likely to reserve 
his “Joj'alty” for some person above him in the organizational 
structure with whom he can establish a personal or pardcularired 
relationship. Tlic foreman or cmplo>-cr who expects his Sp-anish- 
speaking wxirkers to respond to llie same kinds of impersonal in- 
centives that result in perfomuincc from Anglos is likely to be 
disappointed vrith their response, while the “bem” who allows the 
formation of pcnonal relalionsWps and utilircs the lo^-ally of 
Spanish-speaking v%-orkcn to him as a person as a means of getting 
P^omnnee uuy linv-c rcaJOn to be much pleated stilh the 
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quality and amount of work done. Likewise, Anglo professional 
people who permit or even encourage a personalistic quality in 
their relationships with Spanish-speaking patients or clients may 
find that they are more successful in getting their professional help 
accepted than those who insist on a rather rigid impersonality in 
their relationships. 

The rillage environments in wWch the distinctive cultures of 
the Spanish-speaking people were produced were such that per- 
sons in them developed an orientation to people rather than to 
abstract ideas, and to people whom, they knew rather intimately 
and in many roles. Impersonality could hardly exist in a village 
where everyone was known to and shared experiences with every- 
one else, and it is to be expected that those who have been con- 
ditioned by the culture of such villages will feel easier in personal 
rather than impersonal relationships. 

DIFFERENCES IN ATTITUDES TOWARD DEPENDENCY 

Among the cherished values of the Anglo is a preference for 
independence and a corollary dislike and distrust of the depend- 
ent state. The ideal Anglo stands on his own two feet and, in the 
archaic phrase, “is beholden to no man.” From the Anglo point 
of view, independence hardly can be overdone, while dependence, 
even of relatively slight degree, quickly comes to be regarded as 
undesirable, if not downright pathological. Anglos neither like to 
be dependent nor to have others dependent on them, and an 
implicit obligation of one who receives help is that he will at the 
earliest possible moment take whatever action may be necessary 
to make him independent again. During the depression of the 
1930’s, when millions of Anglos were on relief, there was much 
discussion of the possible damage that might be done by this 
wholesale dependence on the government, and there is still, 
among welfare workers and other Anglo professional people, 
considerable expression of misgiving lest their efforts somehow 
damage the characters of those to whom they ^ve services by 
making them more dependent. Frequent expression is given to 
the point of view that people should ^ helped to help themselves 
and a good proportion of Anglo institutional services are delibcr- 
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ately designed to transfer people as rapidly as possible from a 
dependent to an independent state. 

Underlying social casework practice is the assumption that 
clients are best helped, both psychologically and materially, by 
making it possible for them to help themselves. It is widely felt 
that assistance which involves no effort or participation on the 
part of the recipient is not only likely to be unappreciated but 
positively harmful, since it tends to minimize any incentive to- 
ward independence. 

In the culture of the Spanish-speaking people independence is 
not given nearly so high a value. The unit of independence was 
the village community, and each village was relatively self-suf- 
ficient. Within the village, however, there was considerable in- 
terdependence, wth the fortunes of individuals varying almost 
directly with those of the group. Be^veen the adult individual 
and his family— an extended family that included three or more 
generations as well as uncles, aunts, cousins, nieces and nephews 
—was a reciprocal relationship of mutual interdependence in 
which each supported and was supported by the other. Inter- 
marriages between families tied the whole community together 
in a network of relationships through which each individual could 
claim assistance from almost anyone else and was expected to 
give similar assistance when it was requested of him. A dependent 
status, when it was necessitated by misfortune or indicated by the 
circumstances in which an individual found himself, was not 
considered extraordinary. Other persons rendered whatever 
services or gave whatever goods were required and, in time, the 
individual either died or again became able to carry his share of 
the load. There were, of course, no agencies whose specialized 
function \vzs to give material assistance of any land — unless the 
patrSn be thought of as a kind of agency— and people helped or 
were helped as the need arose, passing in and out of dependency 
relationships with each variation of their familial and indiridual 
fortunes, and vvith no thought that a dependent status might be 
wrong or dangerous or undesirable. 

Dependence, thus, has one meaning for the Spanish-speaking 
person and quite a different meaning and significance for the 
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Anglo. The Anglo who accepts help from another individual or 
an agency is supposed to do so reluctantly and to feel obligated 
to exert every effort to become independent at the earliest pos- 
sible time. The Spanish-speaking indiNddual who accepts pro- 
fessional or institutional assistance from an Anglo individual or 
agency is expected to feel the same way. But to the extent that 
his attitudes and actions derive from the village culture, he is 
likely to view the giving and accepting of assistance as the normal 
and proper functioning of an institutional relationship in which 
both parties to the relationship are simply “doing what comes 
naturally.” He needs help, so he accepts it for as long as it is avail- 
able. Professional people and the agencies are expected to give 
help because that is their function. There is nothing in the re- 
lationship to get excited about. The At^lo, however, is likely to 
view the situation in moral terms and to feel that assistance should 
be reserved for those who deserve it or are “worthy of it”; that is, 
those who require assistance “through no fault of their own,” 
who feel a bit of guilt or shame at having to accept help, and who 
will make an effort to change their status as rapidly as they can. 
The Spaiush-speaking point of view is that assistance should be 
given to those who need it, with need being subjectively defined. 
Each, naturally, evaluates a given situation in terms of his own 
point of view. And in the difference in point of view lie the bases 
for many misunderstandings between members of the two groups. 

DIFFERENCES IN AHITUDES TOWARD FORMAL ORGANIZATIONS 
One observation that is frequently made about the Spanish- 
speaking people of the Southwest is that the group has been un- 
able to develop effective leadership from among its members or 
to OTgam^e successfully for the purpose of Improving its status 
with respect to the rest of the population.*® It is true that there are 
some large and fairly long-lived organizations of Spanish-speak- 
ing people and that there have come out of the group many in- 
dividuals with comiderable talent and ability for exercising 
leadership in their respective fields. But the organizations have 
been singularly ineffective in meeting the needs of the Spanish- 
speaking people, and most of the ‘‘leaders” have, at least until 
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very recently, exercised their talents to a greater extent outside 
the group than within it. 

A part of the failure to develop effective leadership from within 
the group has undoubtedly been due to the great differences 
within the Spanish-speaking population in the various parts of 
the Southwest, which have made interstate or regional organiza- 
tion almost impossible. A part of the failure must also be ascribed 
to the cultural trait of "individualism,” mentioned above, tvhich 
not only operates to hinder efforts to organize the group, but also 
has some relationship to a tendency of potential leaders to be 
hostile and to undermine each other’s work. Probably more im- 
portant than any of these is the fact that there is no strong tradi- 
tion of either achieved leadership or organization within the 
culture. 

Anglos, as many observers have noted, are great joiners, and 
their way of meeting a group problem is first to set up a com- 
mittee to study and report on it and then to create an organiza- 
tion to deal with it. Rare is the Anglo who does not have mem- 
bership in one or more formal organizations, and some belong to 
so many that they have difficulty remembering them all. Societies, 
clubs, associations, and other types of organization exist in 
abundance, and practically any specialized interest that an in- 
dividual may have can be given expression by joining an existing 
organization made up of those wth similar interests. If there is 
no such organization, it is usually easy to find enough other in- 
terested people to set up one. In these organizations there exist 
innumerable opportunities for the development and exercise of 
leadership skills, so that one who has talent for and interest in 
organizational and leadership activities can easily find opportu- 
nities to practice and perfect his skills. Thus, there is in the Anglo 
culture not only a wdl-developed tradition of organization but 
also a considerable body of collective experience in how to go 
about setting up an organization and making it effective, as well 
as an expectation that special interest groups will organize to 
promote and, if possible, attain their ends. 

In the village culture of the Spanish-speaking people there 
were almost no formal organizations (possible exceptions being 



THE CULTURAL CHASM 


137 

the church, the penitente order, and, in some Spanish-American 
villages, an irrigation ditch committee) and few or no opportu- 
nities for the development and exercise of the qualities of achieved 
leadership.” Whatever needed to be done could be accomplished 
largely through the informal relationships of the community it- 
self, and there was little need to set up any additional organiza- 
tion to pursue any special interest or goal. Relationships between 
members of the community were such that the relatively few 
interests sanctioned by the culture could be expressed and satis- 
fied within the existing patterns of association. The whole com- 
munity constituted in a sense a single primary group in which 
each member had intimate access to every other member and 
each had an opportunity to know the others in nearly all of their 
several roles. The range of community activities and interests was 
limited to those in which every member of the community could, 
at some stage in his development, be expected to share. For each 
type of activity and each interest area there were well-understood 
preexisting patterns of relationships into which individuals were 
fitted on the basis of ascribed characteristics. “Leadership” was 
probably more nominal than actual, since in any case it consisted 
largely of carrying out prescribed routines in a prescribed manner 
and included but minimal opportunity for the exercise of judg- 
ment or invention. One was a “leader” only in the sense that a 
person who is at the head of a procession of people, all of whom 
know where they are going, is a leader, and even this restricted 
role was reserved for persons with requisite institutional rather 
than personal qualities. 

Persons close to the culture of the village thus have but little 
understanding of formal organization, little orientation toward a 
type of leadership based on personal, individual characteristics, 
and almost no tradition of responding to leadership of this type. 
Spanish-speaking persons are harder to organize than compara- 
ble groups of Anglos, and many organizations that have seemed 
to get off to a good start have f^ed as soon as the initial en- 
thusiasm wore off or the outside stimulus ^vas removed. Indi- 
viduals who develop a personal drive toward leadership and who 
have the necessary talents and skills for organization of one kind 
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or another frequently move ova: into the Anglo group where 
their abilities are seemingly more appreciated and a given 
amount of effort is likely to produce greater results. Such persons 
are likely to be highly acculturated in the sense that they have 
taken on many of the attitudes, values, and techniques of the 
Anglos, and their activities frequently have little direct relation- 
ship to the needs and problems of the group from which they 
came. 

There is at the present time no effective national or regional 
organization of Spanish-speaking people^^ and no more than a 
handful of leaders who have a command of the Anglo culture and 
can at the same time exercise strong leadership among the less 
acculturated members of the Spanish-speaking group. In some 
local areas, and in one or two instances on a statewide level, 
there are the beginnings of organized movements that may de- 
velop the specialized kind of leadership and organizational skill 
necessary to get results in the Anglo culture. Such organizations, 
to the extent that they are successful, may well become a bridge 
over which Spanish-speaking people can move toward the ac- 
quisition of enough Anglo culture to enable them to improve 
their collective status. One difficulty with the concept of organi- 
zation as a bridge to the acquisition of Anglo culture elements, 
however, is that, since organization as a means of attaining group 
and individual goals is not an element of the village culture, a 
fairly long step toward acculturation must be taken before any 
given individual can set foot upon the bridge. 

Many more points of difference between the Anglo culture and 
those of the several types of Spanish-speaking villagers could be 
cited, but enough have been mentioned to illustrate and provide 
some documentation for the generalization that when, in given 
situations, the behavior of members of the Spanish-speaking 
group is noticeably different from that wWch Anglos think is 
proper for that situation, the reason is not that the Spanish- 
speaking are a different kind of people subject to a different hu- 
man nature, but rather that they may view the situation from a 
different perspective and v«th a different set of meanings and 
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values. The Spanish-speaking couple who failed to report to the 
proper authorities the birth of a child and its death one hour 
later, and who themselves buried the infant in a box in their 
yard, were not bad or heartless people. They were, of course, 
picked up by the police when their deed became known. But 
they do not deserve punishment. Instead, they need an oppor- 
tunity to acquire an understanding of our ways, a reorientation. 
They did what all people do in the tiny, remote Mexican com- 
munity from which they came. They did what for them seemed 
right, what was customary, what they had learned to do from the 
people among whom they had lived most of their lives. But in the 
United States it was not right, not customary. If they remain here, 
this couple will have to learn different ways. But they, like other 
Spanish-speaking people, must have time in which to learn, help 
in the learning, and some understanding and acceptance during 
the learning period. 

Pedro Trevino is not indifferent to the health of his daughter 
Linda. He has a different idea of what constitutes illness from 
that held by the doctors who attended Linda and a different atti- 
tude toward the probable future consequences of what he may 
do or not do today. He is more concerned about his daughter’s 
morals than about her health, not because he thinks morality 
more important than health but because the improper behavior 
is clearly apparent to him and the poor health is not. Getting 
angry at Pedro vdll not help to solve the real problem of the doc- 
tor on the case, which is to give good medical care to Linda. If 
Linda is to get that care, the cultural orientation of her father and 
sister will have to be taken into account, uiuierstood, and some- 
how manipulated in such a way as to assure their cooperation in 
the plans of the doctor. How to obtain that understanding and 
succeed in that manipulation are a part of the medical problem 
that Linda presents and must be considered along \vith all other 
aspects of that problem if her illness is to be successfully treated. 

Simoneta Roybal and her daughter Josie need a great deal of 
intelligent help if they are not to become even more of a burden 
to the community than they now are. With no family ties and 
few friends, %vith not much understanding of Anglo wa)’s and no 
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Strong identification with those of the Spanish-speaking people, 
Simoneta is isolated, shut off from, both groups and from the 
possible resources which closer group ties might give her. Unable 
to speak English, suspicious of well-intentioned offers of assist- 
ance, lacking any strong motivation to change her circumstances, 
she will be hard to work with, hard to help. Simoneta’s problem 
does not arise from the fact that she is Spanish-speaking, but it is 
complicated by that fact, and the agency workers and others who 
deal with her will have to take it into account in making plans for 
her. 

Marfa Vigil loves her children and would not knowingly do 
anything to harm them. That her active tuberculosis makes her a 
menace to them has not occurred to her. Nor will telling her make 
her see it. She is not stubborn or stupid. For her the test of illness 
is how one feels. She feels as well as she ever has, and therefore 
cannot be ill. And, if she is not ill, how can she possibly transmit a 
disease to the children? Marfa has not worked this out in her mind 
and reached a conclusion. She has not thought about it at all. In 
a very real sense she was not able to “hear” the words which 
were intended to tell her that she is seriously ill and that her ill- 
ness could be communicated to her children unless she took steps 
to prevent it. She did not “hear” them because the concepts 
which would make them meaningful are not known to her. She 
“knows” about sickness, and in terms of her “knowledge” she is 
not sick. The Anglo physicians who have tried to treat her and to 
tell her about her condition also “know” about sickness and in 
terms of their “knowledge” she is ill. The problem of how to 
communicate with Marfa, how to make her see the fact of her 
illness and its possible relationship to the future welfare of her 
children, is as much a medical question as will be that of how to 
treat her Ulness and protect her children, once a way to break 
through the communication barrier has been found. For such a 
problem, a knowledge of cultural variation and its possible con- 
sequences for behavior may be a useful tool. 



Chapter IV 


HEALING WAYS 


With regard to illness and its treatjient, as in other aspects 
of their culture, the Spanish-speaking people of the Southwest 
have many traits in common with the Anglos. Like most other 
people, they have minor ailments that they tend to disregard. 
Like all people, they occasionally have aches and pains, chills 
and fever, and other insistent symptoms that force them to seek 
relief. And, as in the case of most other people, what they do, 
how they do it, and when, are determined by the “knowledge” 
they have of the meaning and cause of their symptoms, and of 
what can or should be done about them. Such knowledge is a 
product of association with other people and may be as restricted 
or expansive, as consistent or contradictory, as the range of their 
associations permits it to be. 

MEDICAL KNOWLEDGE OF SPANISH-SPEAKING PEOPLE 

In varying degree, depending on who he is, where he Jives, 
and what his personal experience has been, the Spanish-speaking 
individual draws his knowledge of illness and its treatment from 
four widely separated sources: (i) from the folk medical lore of 
medieval Spain as refined in several centuries of relative isolation 
from its source; (2) from the cultures of one or more American 
Indian tribes; (3) from Anglo folk medicine as practiced in both 
rural and urban areas; and (4) from “scientific” medical sources. 

In a given instance of illness, elements from any or all of the four 
sources may be utilized in any sequence that may seem appro- 
priate to the individual or to those who may advise or otherwise 
try to help him. In a case recently observed, a young Spanish- 
American couple first attempted to treat the husband’s digestive 
141 
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difficulties with popular remedies purchased from an Anglo 
drugstore. When that failed to bring the desired results they used 
liberally concoctions suggested by the wife’s mother, which were 
prepared from anise, sagebrush, and horsemint. Dissatisfied ^vith 
the results of this therapy, they next consulted an Anglo physi- 
cian. When, after two viats to his office, the husband’s discom- 
fort persisted, they sought the services of a curandera who was re- 
puted to know a good deal about stomach disorders. Another 
woman, the daughter of a Pueblo Indian mother and a “full- 
blooded Mexican” father, who now lives in an Anglo city, prides 
herself in possessing considerable medical knowledge, most of 
which she obtained from an uncle living in one of the New Mexico 
pueblos. Although she has been a regular patient at an Anglo 
cardiac clinic, this woman feels that Anglo doctors do not really 
help anybody and are frequently too stubborn to take advantage 
of the superior \visdom of some of their patients. She treats her- 
self, her family, and neighbors who seek her advice, from a 
pharmacopoeia that includes Anglo patent preparations, house- 
hold remedies from both the Anglo and Spanish folk medical 
traditions, and herbs, the preparation and the use of which she 
learned from her Indian uncle. 

Illness and disease, it must be remembered, are social as well 
as biological phenomena. On the biological level they consist of 
adaptations of the organism to cn^dronmental influences; on the 
social level they include meanings, roles, relationships, attitudes, 
and techniques that enable members of a cultural group to 
identify various types of illness and disease, to behave appro- 
priately, and to call upon a body of knowledge for coping Avilh 
the condition defined as an illness. What is recognized as disease 
or illness is a matter of cultural prescription, and a given bio- 
logical condition may or may not be considered an “illness,” de- 
pending on the particular cultural group in which it occurs.* In- 
festation by intestinal worms is generally regarded as a type of 
disease by people in the United Stales. Among other people, for 
example the inhabitants of the island of Yap, worms arc thought 
10 be a necessary component of the digestive process. Mai yo, 
smto, and tmpacho are examples of diseases tliat arc common in 
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Latin America but unknown in the United States— with the 
exception of the Spanish-speaking Southwest — although the 
symptoms which give rise to diagnoses of any or all of these are 
fairly common in this country. What should be done about a 
given condition defined culturally as “illness” and the proper 
relationships of a sick person to other people are also culturally 
prescribed. An individual thus has cultural guides that enable 
him to know when he or others may be regarded as sick, some- 
thing about the cause and nature of the sickness, what may be 
done to alleviate or remedy the condition, and the behavior 
expected of him and of others in the situation. 

The Spatush-speaking people, having drawn from many cul- 
tures their understandings of illness and disease and of the proper 
behavior associated with thrir various manifestations, have a 
somewhat incongruous set of notions which, in a given individual, 
may range from an uncritical belief in \vitchcraft or magic as 
etiological factors to complete acceptance of the latest "scientific” 
methods of diagnosis and therapy. It is not uncommon to find 
elderly Spanish-speaking patients in the most modem of Anglo 
hospitals wearing bracelets of copper wire to prevent rheumatism 
or similar painful conditions of the joints, or other amulets or 
charms believed to have therapeutic value. As in the case of other 
cultural elements, no valid generalization can be made that will 
be applicable to the entire Spanish-speaking population, since 
the range of experiences within the group is extremely wide and 
the opportunities for differential participation in two or more 
cultures varied. It is probable, however, that age and degree of 
participation in Anglo culture arc the most important variables 
associated with difTercnces in belief, knowledge, and practice 
^vith respect to Illness and disease. Older persons and those having 
relatively little effective contact with Anglo culture can reason- 
ably be expected to have drasvn much of their knowledge and 
belief about sickness and its treatment from Spanish or Indian 
cultural sources. Younger persons and those with a relatively 
large degree of effective participation in the Anglo culture arc 
more likely to sl^arc Anglo beliefs and attitudes about sickness 
and to utilize Anglo techniques for dealing m th it. 
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In adopting new ideas about illness and new materials and 
techniques for treating it, the Spanish-speaking people have not 
necessarily abandoned any of their old ideas or healing methods. 
Some individuals may have dropped certain practices used by 
their parents or grandparents in treating certain disease condi- 
tions, or may have failed to learn them, but in the Spanish- 
speaking population viewed as a whole most of the old ways per- 
sist in some form. Drugstores in the “Mexican” sections of Anglo 
cities in the Southwest do a thriving business in herbs and other 
folk remedies, i’artrrar, curanderaSf mtdicas, albolarias, and even 
bruja^ still find a demand for their services in both rural and 
urban areas. Alternative t^pcs of medical service and methods of 
treatment are seldom mutually exclusive, so that the adoption 
of the new does not necessitate giving up the old. The new is 
merely added to the old body of knowledge or belief, and cither 
or both arc drawn upon, depending on the circumstances. The 
Spanish-speaking person who puts himself in the hands of an 
Anglo institution and practitioner for a surgical operation e.xpcct8 
to rccciv’c the utmost benefit from Anglo knowledge and skill. 
If, subsequently, he wears a piece of oshd over the incision, this 
docs not necessarily indicate any lack of faith in Anglo methods 
but rallicr his reliance on a wider range of “knowledge” than 
that possessed by the Anglos who arc treating him. Penicillin and 
the other antibiotics admittedly reduce or prevent infection, but 
so, in his opinion, docs osfuf, and it docs no harm to be doubly cer- 
tain of results by using both. 

FOLK MEDICINE 

Tlircc of the four sources from which the Spanish-speaking 
people derive lljcir jde.is about sickness and its treatment provide 
them with t>pcs of knowledge, belief, and practice that may be 
classified as folk medicine.* Folk medicine differs from “scientific” 
medicine in a number of wa>'s. In any culture, it is generally the 
common possession of the group. In a folk culture, there is rela- 
tively little division of knowledge with respect to medicine, so 
that what one adult knows about illness and its treatment is 
usually known by all oUtcr adults. Alilmugh knowledge of the 
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origins of folk medical practices and beliefs may have largely 
been lost, the practices and beliefs themselves are often so rooted 
in tradition that they seem a part of the natural order of things 
and are as much taken for granted as is the daily rising and setting 
of the sun. Folk medical lore is transmitted from person to person 
^d generation to generation by informal methods and through 
what sociologists like to call unstructured situations. One learns 
it, much as he learns other elements of his culture, as an inci- 
dental part of his everyday associations. Folk medicine is usually 
well integrated with other elements of a folk culture and is re- 
inforced by them. The expected attitude toward a given element 
of folk medicine is one of uncritical acceptance. Failure does not 
invalidate a practice or shake the belief on which it is based. A 
remedy is tried, and if it works no surprise is evinced, since that 
is what was expected. If it does not work, the failure is ration- 
alized and something else tried. In most illnesses the patient 
ultimately either recovers or dies. If he gets well, the remedial 
technique is credited with effecting the cure. If he dies, the reason 
is not that the remedy was inappropriate, but that the patient was 
beyond help.^ Folk medicine, like scientific medicine, undoubt- 
edly derives much of its prestige and authority from the fact that 
the majority of sick persons get well regardless of what is done. 

If practitioners of scientific medicine think of folk medicine at 
all, they arc likely to regard it as mere superstition or as a some- 
what curious and outdated survival, having about the same re- 
lationship to medical science that astrology has to astronomy. 
But folk medicine, even in cultures with a well-developed tradi- 
tion of scientific medicine, is a flourishing institution, and many 
folk practices have surrived because they undoubtedly do get re- 
sults. Although they arc in general uncritically accepted by those 
using them, folk medical practices arc subjected over a period of 
time to a rough empirical evaluation. Those that seem successful 
frequently come to be more and more used and thus firmly en- 
trench tlxcmselves in the minds and behaviors of the group using 
them. Those that consistently fail to do what is expected of them 
tend to be used less and less frequently and, in time, may be 
dropped altogether. Tlicrc thus operates a selective process that 
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tends to weed out the ineffective practices and to strengthen those 
that prove to be effective. 

Between scientific medicine and folk medicine there is a con- 
stant two-way interchange. Remedies that have been developed 
by scientific medicine become a part of the pharmacopoeia of 
folk medicine (for example, aspirin to relieve headaches or other 
minor aches and pains) and others with a long history of folk use 
are “discovered,” analyzed, tested, and ultimately become a part 
of scientific medicine (for example, curare, quinine, cocaine). It 
is not the materials or procedures that determine whether a given 
technique represents folk or scientific medicine, but rather the 
way in which they are used and the body of knowledge or belief 
that lies behind the use. Scientific medicine is rooted in a precise 
knowledge of cause and effect relationships and a critical attitude 
toward both practices and results. Folk medicine is neither 
precise nor critical. It is rooted in belief, not knowledge, and it 
requires only occasional success to maintain its vigor. 

The folk medicine of a given people, however, is usually not a 
random collection of beliefs and practices; rather, it constitutes a 
fairly well-organized and fairly consistent theory of medicine. 
The body of “knowledge” on which it is based often includes 
ideas about the nature of man and his relationships with the 
natural, supernatural, and human environments. Folk medicine 
flourishes because it is a functional and integrated part of the 
whole culture, and because it enables members of cultural groups 
to meet their health needs, as they define them, in ways that are 
at least minimally acceptable. 

The Spanish-speaking people of the Southwest, as has been 
indicated, draw their medical beliefs and practices from many 
sources. One of these, and one that particularly influences the med- 
ical beliefs and practices of the two groups we have called Mexi- 
cans and Mexican-Americans, is the folk medicine of Mexico. 

f/^Qx\can Folk Med/c/ne 

There is probably no single body of medical knowledge and 
practice that is common to all persons of Mexican origin. The 
isolation of many areas and the poor communicadon existing be- 
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tween them until recently have undoubtedly contributed to the 
development of somewhat different bodies of medical lore in dif- 
ferent parts of the country. Varying degrees of contact with 
indigenous Indian cultures have also resulted in variations in 
medical knowledge and practice. But there are a few elements, 
common to a number of different areas in Mexico and other 
parts of Latin America, that have influenced the medical be- 
havior of Spanish-speaking persons in the Southwest. 

One widely dispersed body of knowledge and practice is that 
related to concepts of heat and cold as qualities both of disease 
conditions and of materials used in therapy.® These concepts 
provide a means of determining what remedy may be used for a 
particular illness and what the consequences are likely to be if 
the wrong treatment is used. Illnesses are classified as hot and 
cold, without respect to the presence or absence of fever, and the 
correct therapy is to attain a balance by treating “hot” diseases 
with “cold” remedies and “cold” diseases with “hot” remedies. 
Foods, beverages, animals, and people possess the cliaracteristics 
of “heat” or “cold” in varying degree, and it is thought %vise al- 
ways to maintain a proper regard for the principles of balance.® 
“Hot” foods, for example, should never be combined, but rather 
should be taken in conjunction >vith something “cold,” w^th care 
being used to see that extremes of heat and cold arc not taken to- 
gether. A person >viih a “cold” disease is endangered by being 
given “cold” remedies or foods, since these arc likely to ag- 
gravate his condition. There is no general agreement on c.\actly 
what is “hot” or “cold”; therefore, the classification of a given 
material or condition may vary from place to place. 

AnoUier fairly common body of belief and practice in Mexico 
relates to the concept oC the clean stomach and includes die idea 
that the maintenance of health requires a periodic purging of the 
stomach and intestinal tract. At least one disease, mpacko, is 
thought to be directly due to failure to achieve a clean stomach, 
and the ratlicr large number of purgatives used are cridcncc of 
the extent to which the concept is accepted.’ 

Blood is considered important in the balance of health and 
disease and many folk remedies serve the funcu'on of purif)'ing the 
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blood or othcnvisc improving its quality. Loss of blood for any 
reason, even in the small amounts necessary for laboratory tests, 
is thought to have a \vcakemng effect, particularly on males, 
\vhosc sexual vigor is thereby believed to be impaired.* 

Illness is conceived primarily in terms of not feeling well. 
Conditions that arc not accompanied by subjective feelings or 
discomfort arc generally not classified as illness; hence, there is 
no obligation to do anything about them. Health is looked upon 
as a matter of chance, and it is felt that there is very little that a 
person can do to keep it. Minor discomforts usually are not 
sufficient motivations to seek treatment, and frequently persons 
arc seriously ill before they begin to seek or accept help. There is 
a tendency to conceal illness, partly deriving from the idea that 
to be sick is a manifestation of weakness. 

Air is considered potentially dangerous, particularly if cold 
or if it is blowng over one. Night air is more dangerous than day 
air, and persons already ill arc thought to be particularly sus- 
ceptible to the harm that air can bring. Consequently, sickrooms 
are not ventilated, and special care is taken to see that all win- 
dov.'s and doors arc closed at night. 

Pregnancy requires adherence to many dietary restrictions and 
a reduction in the amount of >>'atcr drunk, lest the head of the 
foetus grow too large for an easy delivery. Frequent bathing and 
regular c.xcrcisc in the prenatal period arc thought to facilitate 
the delivery' process, which frequently takes place with the wo- 
man in a squatting or kneeling position. After llie delivery tlic 
mother remains in bed for an extended period of lime, and then 
she takes or is given a steam bath. During the ftrst three days 
foUovdng delivery the diet is ecstricted to a small amount oC 
"cold” foods. Tlicrcaftcr, "hot” foods again may be eaten. 

^Vith respect to etiological facion, three types of causation arc 
rCCOgnlTcd; empirical, nuigical, and psyxhologtcal. r.mpirical or 
"natural” disc.ases arc tliosc in which a knoum external factor 
operates directly on the organism to produce tlic illness. Any 
disorders resulting from exposure to bad air, inv.ision by micro- 
organisms, contact wiili an infected person, eating improper 
foods f.-tilure to kcqi a clean stomach, and similar luitards arc 
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considered “natural” diseases. A long list of illnesses, including 
pneumonia, rheumatism, diarrhea, colds, smallpox, worms, 
tuberculosis, and venereal disease, Is placed in this category. 
Magical diseases are those in which the causative factors lie out- 
side the realm of empirical knowledge and cannot be thus verified. 
Such a disease is mal ojo, or cwl eye, which is produced in young 
children, often without intention, by persons who have a “strong 
glance.” Some kinds of svsto, a type of illness resulting from fright, 
are of magical etiology in that they are felt to be caused by the 
possession of an individual by an evil spirit. And there are, of 
course, many kinds of bewitchment in which a person ^vith evil 
intent and magical power can cause Dlness symptoms in another. 
Psychological diseases are those in which a strong emotional 
experience causes the appearance of the disease symptoms. Ex- 
amples are susto when it occurs in young children who have suf- 
fered a severe fright, or epilepsy, which is believed to result from 
strong emotional feelings. 

For most illnesses there are appropriate remedies. The number 
and range of remedial measures arc so great that only some of the 
major categories can be indicated here. Herbs are widely used 
in a variety of ways and for a large number of conditions. Tea 
made by boiling leaves or stems in water is a common remedy. 
Herbs are also taken wth foods, are used in aromatic preparations 
whose fumes may be inhcilcd, arc applied to external surfaces in 
the form of powder, and are worn in bags or cachets over parts 
of the body, much as tlie Anglos not so many years ago wore 
asafetida to ward ofl* colds. Massage or some other form of 
manipulation of body parts is considered efficacious for some 
illnesses, and poultices and plasters of varioiM kinds are used to 
produce both mechanical and magical elTccts. Salves and oint- 
ments arc not uncommon; foods arc both prescribed and witli- 
hcld for remedial purposes; and various types of batliing arc 
practiced. Prayer and the reciting of religious formulas arc com- 
mon forms of dealing rvilh sickness, and where the illness is 
thought to be magical in nature, spells, charms, incantations, and 
other ritualistic practices nwy be utilized. In recent times, prac- 
tices and materials have been borrowed from scientific medicine. 
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and injections or “shots” have become a common form of treat- 
ment.® 

Mild disorders are treated by the afflicted person or by some 
member of his family. More serious cases, or those that do not 
yield to home treatment, may require calling in someone with 
more specialized knowledge. Who is called and when, depends on 
the type and seriousness of the disease, the degree of discomfort, 
the availability of specialized help, and the probable cost of 
obtaining assistance. If the disease is a “natural” one that is 
fairly serious or uncomfortable, a physician may be called in to 
assist rather early in its course, provided a doctor is available and 
the problem of payment is not insuperable. Physicians, it is felt, 
understand “natural” diseases and are able to do something 
about them. But if the disease is thought to be of magical or 
psychological origin, assistance is more likely to be sought from a 
curandera, a brujOf or some other type of folk specialist, since they 
are assumed to be more familiar with and, hence, better able to 
treat such diseases. A complaint of susto or mal ojo will be listened 
to understandingly by a folk specialist, and the patient Nvili be 
assured that his ailment is being treated. But to make such a 
complaint to a practitioner of scientific medicine would be to 
expose oneself to the possibility of skeptical disbelief, condemna- 
tion, or even ridicule, a circumstance that most patients and their 
families prefer to avoid. 

The folk medical beliefs and practices of Mexicans do not stop 
at the Rio Grande. Many of them find their way across the 
border and can be found, even far inland, in areas where Mexi- 
cans and Mexican-Americans are living. A welfare worker m 
Calirornia is told by a Mexican-American family that they can- 
not eat grapefruit because it thins the blood and increases the 
possibility of their contracting tuberculosis. A visiting nurse in 
Colorado is accused by a moffler of inadvertently causing illness 
in a small child by having smiled and spoken pleasantly to Wm. 
A sociological investigator in south Texas finds susto and tnal 
ojo to be t\vo of the major causes of illness among Mexican-Amen- 
cans therc.^® A tuberculosis patient receives a portable one-room 
dwelling from the county health department in order that he 
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may live in it and not infect his family. Not considering himself 
ill, he invites his mother to come to live in the portable dwelling, 
while he moves back with the family.” A Mexican-American 
woman seeks a blood t^t from a public health agency because 
she believes she has “bad blood’* and that the test is a cure for it. 
Old Mexican-American women wrap their faces tightly in 
rebozos, lest they be endangered by contact with the air. And 
Virginia Gurule gave birth to her baby on a hospital floor because 
she was afraid of the delivery room.” 

Many of these and other people who still believe in and prac- 
tice Mexican folk medicine also accept many of the ideas and 
procedures of scientific medicine. They permit their children to 
be immunized against specific disease conditions. They seek the 
services of professionals practicing scientific medicine. They 
attend clinics and enter hospitals. So long as there is no basic 
conflict with any of the more deeply held beliefs of the old culture 
and scientific medical practices can be shown to give observable 
results, there is no reason why Mcxican-Americans should not 
more and more avail themselves of the techniques of scientific 
medicine. The extent to which they do so will be determined by 
such factors as the extent and nature of their exposure to new 
medical waj^, the degree to which they may be motivated by the 
failure of old ways to meet their medical needs, the availability to 
them of scientific medical services, and the degree to which their 
experiences with scientific medical and health personnel are 
pleasant or unpleasant. Scientific medicine ^vilI not soon be en- 
tirely substituted for folk medicine among the Mexican-Ameri- 
cans, but if properly presented it can come to play a larger and 
larger part in their responses to illness and the threat of illness, 
with resulting- benefits to the Anglo as well as the Spanish- 
speaking population. 

Sponish-AmerJeon Folk Medicine 

The Spanish-Americans, like the Mexicans, have been exposed 
to a number of streams of medical influence, and their behavior 
with respect to illness and its treatment also includes a mixture of 
elements from several sources. In die villages during centuries of 



152 CULTURAL DIFFERENCE AND MEDICAL CARE 

isolation, the folk medical notions of sixteenth-century Spsun were 
blended with those of the several Indian tribal groups with whom 
the rillagers came into contact and with ideas and practices 
brought from Mexico by the occasional traders, government 
ofEcials, or others who had occasion to pass back and forth be- 
tween the two areas. With the conung of Anglos into the South- 
west, a new source of influence developed and Anglo folk medical 
ways began to be used in the ^nUages. More recently, opportuni- 
ties for drawing upon the resources and methods of scientific 
medicine have been made available and have been accepted, so 
that, both in parent villages and Anglo cities to which many 
Spanish-Americans have migrated, the medical beliefs and prac- 
tices of the Spanish-American population now represent a mix- 
ture, if not always a blend, of widely diverse elements. 

“Faith and fatalism,” says Mrs. L. S. M. Curtin in the intro- 
duction to her Healing Herbs of the Upper Rto Grande, “are the first 
ingredients in folk medicine.”^ And faith and fatalism are quali- 
ties that the Spanish-American rillagers had, and to an extent 
still have, in abundance. They are qualities that have served the 
people well in enabling them to adjust to the uncertainties and 
hardships of village life, qualities that have been of particular 
value in dealing with illness. However extensive folk medical 
knowledge may be and however effective the content of a given 
cultural group’s medical bag of tricks, folk medicine is limited in 
many ways, and those who must rely on it alone for diagnosis and 
treatment have many opportunities for the exercise of both faith 
and fatalism. 

Considering their long isolation and the resources they had to 
work with, the medical knowledge of Spanish-American villagers 
and the range of treatment materials and procedures were quite 
extensive. 

“The Spanish people of New Mexico,” as Mrs. Curtin has 
pointed out, “live on the soil; they live simply and they have long 
memories. They can remember the language of Spain three 
hundred years ago and they have not yet forgotten the ^vays and 
customs of those times. » . . They are a people accustomed to 
the harvest of their yearly nourishment from the earth, from the 
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fields about their homes, and it is without strangeness that they 
also draw medicines from the same source. The ever-present earth 
supplies the needs of its children here, as elsewhere; it is the grocer 
and the druggist for those who belong to the earth.”^* 

That the earth was bountiful and the Spanish-Americans 
ingenious in making use of its offerings can be seen in the list of 
remedies Mrs. Curtin has compiled and the illnesses for which 
they were, or are, used. The latter include many of the ills of the 
flesh known to scientific medidne and a few others, such as pains 
due to witchcraft or tarantula bite, which are peculiar to the 
region. Among the more common illnesses for which the village 
folk had numerous remedies were arthritis, asthma, bone frac- 
tures, bronchitis, cancer, colds, colic, diarrhea, earache, goiter, 
gonorrhea, headache, heart trouble, measles, mumps, nosebleed, 
paralysis, pneumonia, rheumatism, skin diseases, sore throat, 
stomach trouble, tonsillitis, tuberculosis, and whooping cough. 
As in the case of Mexican folk medicine, the range of techniques 
for utilizing remedies was somewhat limited, so that most treat- 
ments called for the drinking of an infusion, a medication in the 
form of a salve or powder, bathing in or applying medicated 
fluids, or itdxing remedies with foods. Alternative treatment pro- 
cedures were available for many diseases — Mrs. Curtin lists 46 
remedies for rheumatism! — so that if one failed to give the ex- 
pected relief others might be tried. 

Probably one of the most wdely used, and certainly one of the 
most efficacious, remedies of the Spanish-American villages was 
oshd, a plant of the parsley family, to which reference has already 
been made, whose properties were probably learned from the 
Indians. The healing qualities of osM are largely concentrated in 
the root, ^vhich may be used in many ways to treat a wide variety 
of illnesses. Chewed raw or ground into a powder and made into 
a tea, it prevents flatulency and soothes the stomach.* Drunk in 
hot water wth sugar and whiskey, it tvill break up a cold and help 
to cure such respiratory illnesses as influenza, pneumonia, and 

• The$e ttatements about the healing properties of varioiu folk remedies are not 
to be regarded as verified facts. They are, rather, the virtues these parlicuLir mn- 
edia are thought to have by the people who use them. 
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piUmonary tuberculosis. Taken internally it will also reduce 
fevers. Applied directly to a wound in powdered form, or worn 
over a wound, osha promotes healing. An ointment for the relief 
and cure of cuts and sores can be made from mutton fat, candle 
wax, and turpentine into which is mixed some powdered oshd 
root, manzanilla (camomile), and contrayerba (caltrop). Mixed with 
olive oil, osha can be used as a liniment in the treatment of rheu- 
matic pains, and it is also useful, in the form of a paste, to draw 
out the poison from snakebites. In addition, this highly versatile 
plant is used as the basis of an enema, as a remedy for colic in 
cHldren, and as a means of protection against snakes, which are 
believed to be repelled by its pungent odor. Oshd has recently 
entered into Anglo folk medicine as an ingredient in a cough 
remedy prepared and sold by a Denver druggist. It is also useful 
as a seasoning for soups and stews. 

The familiar onion of Anglo home remedies is also put to many 
uses by the Spanish-Americans. Roasted and applied hot, eebollas 
arc thought to be effeedve in treating chilblains. Teething babies 
are allowed to chew the leaves and stems to relieve the pain of 
swollen gums. A cough syrup made of the juice of fried or roasted 
oiuons sweetened with honey or sugar is thought to be an ex- 
cellent treatment for colds, particularly in the case of babies. 
Inmorlal (spider milkweed) likewise has many uses. Powdered and 
mixed with water, it can be drunk to reduce headache or chest 
pains or to bring down a fever. Made into a paste and used as a 
poultice, it \vili relieve pains of various kinds. It is also useful in 
childbirth. Rubbed on the abdomen or taken with cold ^vate^ it 
will reduce labor pzdns, and drunk with hot water after delivery 
it helps to expel the placenta. Asthma, shortness of breath, and 
similar afllictions may be helped by drinking a tea made of in- 
morial. 

Not even a representative sample of the many plants used in 
the folk medicine of Spanish-Americans can be given here. But 
some indication of the extent of the list and of the familiarity to 
Anglos of many items on it may be obtained from a brief mention 
of the popular Anglo names of a few of the plants used; cattails, 
garlic, coUomvood, basil, apricot, camphor, alfalfa, lavender, 
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aster, licorice, sunflower, anise, sagebrush, cocklebur, pumpkin, 
thistle, elderberry, lupine, algae, oleander, milkweed, corn, 
mustard, goldenrod, tansy, and mint. And not only plants but 
animals, animal products, and nonorganic substances find their 
place in the list of remedies, as can be seen in a mention of rattle- 
snake oil, cowhide, lime, rennet, milk, red ants, bones, alum, 
earth, and rock of various kinds, each of which, along with many 
other substances, is used in the treatment of some type of illness. 

Folk Medical Practices at Ranchos de Taos 

One of the few reports focused on the medical practices of 
Spanish-Americans is that of Sister Mary Lucia van der Eerden,** 
who in 1944 completed the field work for a study of patterns of 
maternity care as they exist in the village of Ranchos de Taos in 
northern New Mexico. Since Sister Mary Lucia’s observations 
are accurate, extensive, and representative of rural Spanish- 
American medical care today, after some years of exposure to 
Anglo medical ways, both folk and scientific, it may be useful to 
review briefly her findings. 

Ranchos de Taos is a sprawling village of about 1,400 inhabit- 
ants, mostly Spanish-speaking, located a few miles southwest of 
Taos on the Santa Fe highway. The center of the village is the 
much-photographed Church of St. Francis, which stands on a 
site occupied by a Catholic church since i 733 * Spanish is the 
everyday language of the village, and English is known mainly 
by school-age children, adults under thirty years, and a small 
proportion of those between the ages of thirty and fifty. Young 
people many early, children are welcomed, and families tend to 
be large. 

Pregnancy and childbirth are looked upon as part of the 
natural and normal life experience of women. Consequently, 
there is no generally held notion that the period of pregnancy 
preceding delivery requires the intervention of any persons ^vith 
specialized medical knowledge or skill. Advice and information 
may be sought from one’s mother or grandmother, and, in any 
case, such counsel will undoubtedly be offered once the fact of 
pregnancy becomes apparent. In general, however, the pregnant 
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woman continues to follow her regular routine, taking care only 
to observe a few precautions to prevent harm to herself and the 
baby. She avoids moonlight while in bed, and, should there be an 
eclipse during her pregnancy, takes the prophylactic precaution 
of hanging some keys on a string around her waist, lest the baby 
be deformed by the effect of the moon’s shadow falling on the 
mother.^ Some months before her confinement regular bowel 
evacuations areadvised. For attaining regularity, a cathartic in the 
form of castor oil or the powdered root of tnmorial ovyerba del lobo 
may be taken. About the time that the first movements of the 
baby arc felt, the mother begins wearing a muneco, a cord or cloth 
band which is Avrapped tightly around llic ^vaist to keep the foetus 
in place and prevent its damaging the upper organs of the mother. 
A scries of prayers designed to assure safe delivery through the 
intercession of Saint Ramon Nonnato arc begun nine days before 
the expected date of confinement. These activities constitute the 
common prenatal observances. Fcav of the married women of 
Ranchos, at the time of Sister Mary Lucia’s study, consulted a 
ph>rician during pregnancy, although several were available in 
nearby Taos. 

Tlic period of labor and the subsequent time of enforced in- 
activity following deliver)* require some outside assistance for the 
mother. In Ranchos at least two choices arc open: to use a partera, 
or midwife, or to go to the hospital at Taos or Embudo, where the 
delivery can be handled by a ph>-sician and the follow-up care 
given by trained nuncs. In 1944, as perhaps today, many of the 
women of Ranchos preferred the parlera.^'^ 

\fi!I.'jgc lore required that a woman in labor not be permitted 
to go tobctl until alter llic birth of her baby. It u'as felt ncccssar)’ 
tluit she keep in motion during the progress of labor, supporting 
hcncif by clinging to a chair or some odicr solid object during 
pains, but walking alxiul in the intcr\*als between them. To 
Itastcn dcli%*ery one or another of a number of medicinal plants 
might l>c usetl, depending on the knowledge of iheparUra and her 
judgment as to the condition of the patient. Can/la en raja, pow- 
dered sticks of cinnamon, were usually gi'tn first, and if deliver)* 
did not follo^v soon, other herbs might be given. Atcaear (sweet 
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basil), buena (spearmint), del sapo (an herb of the aster 
family), pimienta (black pepper) were all thought to be useful, as 
^vere garlic water or a raw onion. Fried onions sprinkled with 
dried manzanilla (camomile) and rubbed over the woman’s body 
tvere also considered effective in speeding delivery. It was felt 
important that the delivery room be kept cheerful and happy, 
and that anything disturbing, exciting, or unpleasant be pre- 
vented from reaching the mother, lest she be placed in serious 
jeopardy. 

The expectant mother usually was fully clothed, including 
stockings and shoes. The baby was born on a sheepskin or quilt 
spread on the floor, with the mother in a kneeling position, sup- 
porting herself by holding onto a chair or being held under the 
arms by her husband, the partera, or a female relative.*® After 
delivery, the umbilical cord was cut with a pair of scissors, and 
the mother was permitted to go to bed, where the placenta was 
delivered, The baby ^vas given an oil bath, and the stump of the 
cord treated with olive oil or a mixture of baking powder and 
olive oil or lard. The placenta was usually burned. Postpartum 
hemorrhage was treated with alhucema (lavender) either by 
spreading dried petals over burning coals and having the woman 
stand in the smoke, or by applying powdered lavender to the 
bleeding area. Terba buena was a supplementary remedy. 

FOLK MEDICINE AND SCIENTIFIC MEDICINE 

Anglo practice and village practice with regard to childbirth 
differ in several important respects. Anglo physicians, who are in 
a position to advise practicing midwives, recommend that the pa- 
tient be delivered in bed to lessen the possibility of postpartum 
hemorrhage.*® They advise that the mother should remove her 
clothing, that the partera should scrub her hands and arms with 
strong soap before approaching the mother, that the scissors used 
for severing the cord be washed in soapy water, that the mother 
be given a sponge bath soon after delivery. There has been a 
strong tendency, however, for many of the parleras to look upon 
Anglo medical ways as different from but not appreciably belter 
than their traditional medicine and to continue to use their own 
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more familiar methods. Or» if the Anglo methods arc adopted, 
their efficacy may be reduced by the failure of the partera to grasp 
the reasons behind their use. The scissors, after being %vashcd \vith 
soap, may be dried wth an unsterile doth or placed on a table 
that has not been deaned. Water that has been boiled may be 
poured ^vhen cool into an unsterile container. The acceptance of 
Anglo wa^'s may represent merely the adoption of new dements 
into an old pattern in which the new procedures arc not under- 
stood in terms of the Anglo reasons for their use, but instead are 
fitted into the already existing pattern of understanding wth 
respect to causation and healing of illness and disease. Just as 
Anglo medical personnel tend to see many of the Spanish-Amcri- 
can folk practices as either worthless or dangerous, so Spanish- 
Amcricans arc indined to be skeptical about the efficacy', neces- 
sity, and safety of some of the Anglo healing practices, and may 
be at times reluctant to accept them. Surgical procedures, in 
particular, arc frequently regarded as harmful, dangerous, and 
unnecessary, and many villagers can tell of someone who tv’as 
done irreparable damage by an operation or who, being advised 
by an Anglo physician that an operation was absolutely necessary, 
»’as tlicreaficr cured by some folk procedure. 

Tlic transition from Spanish-Amcrican folkways to the ac- 
ceptance and use of Anglo scientific medicine is complicated by 
the fact that folk medical knowledge is widely disseminated, so 
that anyone giving medical care is subject to the critical attention 
of relatives and friends of the paUent, who arc always ready to 
step in and insist on cliangcs in treatment or to add to wliat b 
being done if they feci that proper care is not being given. Thus, 
the partera who luis learned some new techniques from a physician 
or from the training program of the Slate Department of Public 
Health may find herself constrained by the pressure of family 
opinion to forgo her new knowledge and to continue with old 
ways. Knowing as well as she wliat herbs may l>c used to hasten 
delivery or check postpartum bleeding, the family liavc prorided 
them, and lhe>' arc likely to interpret the failure of the partera to 
use them as resulting from ignorance or indifference to the wel- 
fare of ihc patient. Tlicy Irkc these traditional remedies assure 
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comfort and safety for the patient, and they are likely to feel that 
no treatment process can be good which withholds them. 

Among many Spanish-American villagers, Anglo medicine is 
regarded as something to be used chiefly as a last resort when all 
other known procedures have failed. Consequently, for a long 
time, the Anglo record of successful treatment was less good than 
it need have been because too frequently Anglo practitioners were 
not consulted until the case was practically hopeless. Most of the 
successes in treatment were thus credited to folk practices; many 
of the failures were charged to Anglo medicine. As a result, an- 
other barrier to the acceptance of Anglo medicine was raised 
through the development of the belief, which could be supported 
by reference to known cases, that Anglo medical institutions were 
places where people went to die. 

The continued use of their own medical practices by Spanish- 
Americans somerimes leads the Anglo, who knows his ways are 
better, to characterize Spanish-Americans as ignorant or super- 
stitious, to accuse them of being indifferent to the well-being of 
their families and friends, and to become impatient and annoyed 
at their failure to see the obvious benefits of Anglo procedures. 
What such Anglos fail to appreciate is that Spanish-Americans 
also know that their ways are superior and that their use, far from 
constituting neglect of or indifference to the needs of sick relatives 
and friends, actually constitutes the provision of first-rate medical 
care. The Anglo may argue that by the pragmatic test of results 
his is the best medicine and that the Spanish-American ought to 
have enough sense to see it. But the evidence of the superiority of 
Anglo medicine is not always available to the Spanish-American 
in a form that has meaning to him and, in any case, what is or 
is not “good sense” is relative to culture. In utilizing his OAvn 
knowledge and that of his friends, relatives, and neighbors, and 
when that fails, in calling in a medico or curandera or even a bruja, 
the Spanish-American villager is acting in a way that is eminently 
sensible in the light of his convictions about the nature of disease 
and the proper ways to deal wiUi it. To behave othenvise, to dis- 
regard what he knows and subject himself or a member of his 
family to a course of treatment that may bear no particular re- 
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lationship to his understanding of disease, simply because some 
Anglos say that it is Nvhat he should do, would constitute a very 
strange kind of behavior indeed. 

Sickness, particularly if it be serious, is likely to be viewed as a 
crisis, and in situations of crisis people in all cultures tend to re- 
sort to those patterns of thinking and acting that have been most 
deeply ingrained in them as a result of their cultural experiences. 
To meet a crisis with the resources of one’s culture, \s'hatever they 
may be, is to behave in a manner that is both sensible and sound; 
it is, in fact, to behave in the only way that most human beings 
can under such circumstances. The Spanish-Amcrican, in utiliz- 
ing tlie medical ways of his culture Is neither ignorant nor in- 
different. If he knew no way of dealing with illness, he might be 
called ignorant. But he docs know aamething to do, frequendy 
many things. If he did nothing, he might be called indifferent. 
But he docs something, and continues to do something while his 
resources remain undepletcd or until he achieves results. The 
sequence in which lie docs things is determined by the differential 
value he places on the v’arious procedures as they apply to the 
particular situation. If the seeking of Anglo medical care is, for a 
given illness, well down on the list, it is because Uiis is the way he 
secs the particular procedure in relation to the others that arc 
available to Iiim. That an Anglo, in a similar situation, might 
have a different set of resources and a different order of impor- 
tance for them, cannot be expected to have any considerable in- 
fluence on his bcluvior. 

Folk Proctifloners 

Although folk medicine is in general known b>' all members of 
a cultural group, some persons, because of age, experience, or 
special interest, may luvc a more extensive knowledge than their 
neighbors and friends and ihtis acquire a somc\%hat specialized 
status. The f'ortfTa, or midvrifc, is an example of such a person. In 
the field of general medicine, rridicas and aiTerJeras, whose knowl- 
ctlgc of herbs and liouseliold remedies is $omcs\Iint greater than 
lluit of the general population, perform a simiLir function, being 
called upon for assistance when a medical problem gets bc>“ond 
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tKe competence of the patient or his relatives. None of them, of 
course, is a specialist in the Anglo senseof having a spedalized kind 
of training and being given distinctive formal recognition (licen- 
sure) for their skill. But they are specialists in the sense that they 
are considered to have a greater knowledge of medical matters than 
other people in the population and perform a specialized func- 
tion. Like parteraSy medicos and curanderas expect to be paid for 
their services, either in goods or in cash, and, like Anglo prac- 
titioners, they are called upon to do a certain amount of “charity” 
work for which they are not paid. In most instances, the com- 
mercial part of the transaction is definitely subordinated, al- 
though in urban areas where dose village relationships are no 
longer possible, medicos and curanderas are likely to regard them- 
selves and to be regarded as impersonal purveyors of medicines 
and services, and the commercial element in the relationship is 
quite prominent. 

One type of “specialist” with no exact counterpart in Anglo 
folk or scientific medicine is the bruja or witch, whose extensive 
command of both the malevolent and benevolent techniques of 
witchcraft makes her a person both sought after and feared. Al- 
though a belief in magical powers is becoming less and less re- 
spectable, there are few Spanish-speaking communities in the 
Southwest that do not indude among their inhabitants one or 
more persons known to be witches. Their continued activity has 
made possible the rise of another “specialty,” that of the alboloria 
whose particular skill is the ability to thwart or render harmless 
the evil powers of brujas. Not many Spanish-speaking will admit 
a belief in witches any more, but nearly evcrj’one can tell about 
someone else who believes in them, and it can be noted that tlie 
services of albolarias continue to be in demand. 

The general patterns of behavior of both rural and urban 
Spanish-Americans ^vitlJ respect to illness and therapy arc almost 
always a mixture of dements from their o^vn and Anglo culture. 

A number of Spanish-Americattf interviewed in the San Luis 
Valley of Colorado in 1952 indicated that in general they utilized 
the services of both folk and Anglo sdentific medical practitioners, 
and that their knowledge of remedies for v’arious conditions in- 
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eluded items dra^vn from both cultures. One medica, who also 
performs as a porter serves patients from many surrounding com- 
munities and works closely with an Anglo physician in caring for 
her maternity cases. When pregnant women come to her, they 
are sent to the doctor for a blood test and a "check-up” after 
^vhich, if ever>'thing seems normal, they return to her for the 
actual delivery. Most of the deliveries take place in her home. 
Difficult cases arc delivered by the doctor and in a hospital. For 
the treatment of other than maternity cases the m'edica uses rem- 
edies that she obtains by mail from supply houses in San Antonio 
and Trinidad.*® 

Nearly cvcrj’one interviewed knew of midicas and curanderas 
practicing in the vicinity, and many made no particular distinc- 
tion between the services they offered and those available from 
Anglo phiVicians. The medico mentioned above thinks that many 
people do not like doctors and hospitals because they are afraid 
of both. Many women who come to sec her, she said, refuse to go 
to tiic ph>*sician for a check-up and can be persuaded to do so 
only when she threatens to withhold her assistance. A man who 
was interviewed said that lie docs not consult a doctor until he is 
"about dead.” He and his \rifc have four children, two of whom 
\vcrc delivered by parteras and two by ph>‘sicians. He knoxw a 
good deal about folk remedies and uses them for himself and his 
family when indicated. A large proportion of his acquaintances 
use folk remedies, and a few have told him that the>' would not 
go to a doctor under any circumstances. One woman reported 
that a physician who came into the area just before the turn of 
the centurj' used to take her mother, a medico, with him on his 
c.ills. By allosring her to make diagnoses and prescribe treatments, 
the mother s.nid, he n'as able to Icam the value of lier remedios and 
l.ntcr to use them in liis owm practice. 

In cities, as well as in rural areas, the mcdica! practices of 
Spanish-Amcricans continue to be a mixture of elements of both 
cultures, although became of greater availability of Anglo medi- 
cine. the somewhat l>cucr financial status of many Spanish- 
speaking penons, and a higher Ics'cl of acculturation, Anglo 
medirinc is med proportionately more in cities tlian in the coun- 
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try. Remedios, including both Anglo patent preparations and 
medicinal herbs, are sold in the “Mexican” sections of cities and 
large towns, and one who has need of the services of a mMica or 
curandera does not have far to look for them. In addition to giving 
service, they will also prescribe and sell medicine. 

No precise studies have been made of the extent to which 
Spanish-speaking people of the Southwest use one or another of 
the several types of medical aid available to them for particular 
kinds of illness. One small survey of a group of families living in 
Fort Collins, Colorado, showed a greater acceptance of Anglo 
practices by young people than by the older folk, but a rather 
large use of Anglo procedures by persons of all ages.®^ Another 
study of Colorado migrant families living in four agricultural 
areas of Colorado gives some evidence on the observed and re- 
ported use of Anglo medical personnel, facilities, and practices, 
but no comparative information on the use of folk medicine.®® In 
this report a physician is quoted as saying, “We know that com- 
municable diseases are present among the migrants. The fatalistic 
acceptance of the situation, plus their poverty, makes the problem 
of medical care a critical one. Tuberculosis, enteritis, smallpox, 
typhoid fever, dysentery, and venereal diseases have been more 
often detected by accident or search by public health officials 
than by patients voluntarily seeking medical assistance.”®* A 
conspicuous finding of this study was that health and medical 
care services were not widely used by the migrants observed. Of 
1,098 persons from whom information was obtained, 947 had not 
seen a doctor during the preceding year, and 955 of i,ior per- 
sons giving information had not visited a dentist during that 
period. Of those who had consulted a dentist, the majority 
wanted extractions or went to get relief for a toothache. Of the 
fe^v who had gone for prophylactic reasons, all ^v'ere persons ^vho 
had served in the armed forces or w^re members of households 
where there were ex-army personnel. Just over 42 per cent of die 
631 children reported on had been vaccinated for smallpox; only 
a fifth had been immunized against whooping cough, and about 
the same proportion against diphtheria. Nine out of ten migrants 
above seven years of age had not been hospitalized at any time 
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during the prerious five years, and only 15 per cent had under- 
gone physical examinations during that period, the majority of 
these having occurred during an illness or as a requirement for a 
job. 


REASONS FOR ANGLO MEDICINE NOT BEING MORE 
EXTENSIVELY USED 

A number of explanations can be found for the failure of Span- 
ish-speaking people in close contact with Anglo culture to adopt 
completely its medical ways. One such factor is certainly the ex- 
tent to which Anglo medical services and facilities are available. 
Although the Spanish-speaking are rapidly becoming urbanized, 
many of them still live in rural areas where medical personnel and 
facilities are not readily available. Large numbers of Spanish- 
speaking people live in sparsely settled areas where one has to 
drive many miles to see a physician or enter a hospital. A map of 
health facilities in New Mexico, prepared in 1946 for the New 
Mexico Health Council, showed four counties to be completely 
svithout medical facilities and a large part of the state to lie out- 
side a 30-milc radius from any type of health facility.** In parts of 
Colorado, Arizona, and Texas, similar conditions exist. The pres- 
ent widespread distribution of automobiles and recent improve- 
ments in rural roads have done much to make Anglo medicine 
more readily available to rural Spanish-speaking people and 
have undoubtedly contributed to its somewhat greater use. But 
there still remain many areas where, cither because of sparscncss 
of population or a lugh concentration of Spanish-speaking people 
among the residents of the areas, it would be quite difficult to get 
to an Anglo doctor or hospital even if one were higlily motivated 
to do so. 

Another factor related to availability is that of cost. Anglo 
medical care is expensive and the Spanish-speaking, as a group, 
arc poor. In many instances they cannot afTord, or do not feel 
that thc^’ can afford, the scrsdccs of a ph>’sjcian or a sojourn in a 
hospital. Anglo medicine invoUTS bills for home or office calls, 
some likelihood of being given an cxpcnsi\*c prescription, and 
the possibility of surgery, or hospitalization for some other 
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reason, which may be very costly. A midica usually does not 
charge much and under certain circumstances can be paid with 
products instead of cash, a definite advantage to those living in 
rural areas. Her medicines are not likely to cost much, and there 
is little likelihood that she will recommend hospitalization or an 
operation. Diagnosis and treatment by oneself and one’s family 
cost little or nothing, and for many minor illnesses can be quite 
satisfactory. These differences In costs certainly constitute an in- 
fluence in the readiness or reluctance with which an individual 
or family makes the decision to seek any given type of medical 
care. 

Lack of knowledge of Anglo medical ways is probably another 
factor in the extent to which Spanish-speaking people do or do 
not use Anglo practitioners and facilities. The simple matter of 
getting in touch with a doctor and putting oneself under his care 
can seem complicated to a person who is not at ease in either the 
English language or Anglo medical culture. How does one find 
a doctor? How can one be sure that the chosen doctor will be 
either competent or simpatico? How is a doctor approached? How 
can one know in advance how much the treatment will cost or 
what will be the expected manner of payment? What illnesses 
may properly be taken to a physician? These and other questions, 
the answers to which most of us take for granted, can be puzzling 
to persons not wholly familiar with Anglo culture, and can be 
effective barriers to the initiation of a doctor-patient relationship, 
particularly when the potential patient may not be highly moti- 
vated in the direction of wanting Anglo medicine. 

Closely related to a lack of knowledge of Anglo medical ways 
as a deterrent to seeking Ar^Io medical care is the factor of fear. 
That which is strange or unknown is often feared, and there is 
much in Anglo medicine that is strange and fear inducing even 
to Anglo laymen. The instruments used, the pain that sometimes 
accompanies their use, and the unfamiliar surroundings of the 
office, clinic, or hospital in which they are used, all can arouse 
fear. So r an the unfamiliar elements in the medical routine — 
the examination procedure, the invasion of one’s physical and 
mental privacy, the uncertainty of the diagnostic procedure, the 
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incomprehensible language that may be used. For a Spanish- 
speaking person, for example, a physical examination can be a 
very unpleasant experience, particularly if it involves the partici- 
pation of persons of the opposite sex. The fear of being examined 
by a man is sometimes enough to keep Spanish-speaking women 
away from Anglo medical practitioners and to make traumatic 
for others the contact they have with Anglo medicine. Foster 
reports the failure of a considerable proportion of women coming 
to a prenatal clinic in Mexico City to return for a follow-up visit 
after their initial experience, which included an unexpected 
physical examination.** It is not without significance for the 
medical relations of Spanish-speaking and Anglos in the South- 
west that most of the healing personnel in the culture of the 
Spanish-speaking are women, whereas proportionately more of 
those in tlie Anglo culture are men. Spanish-speaking men, too, 
are likely to have some reluctance to subjecting themselves to 
examination by Anglo physicians and to being placed in po- 
tentially embarrassing situations with Anglo nurses. 

Another possible factor that may operate is resistance to being 
separated from one’s family and l^ing isolated for an indefinite 
time in an Anglo institution, where all relationships are likely to 
be impersonal. Good medical care, from the Anglo point of riew, 
requires hospitalization for many conditions. Good medical care, 
as defined in the culture of tlic Spanish-Amcricans, requires tliat 
tlie patient be treated for almost any condition at home by rela- 
tives and friends, who arc constantly in attendance and who 
provide emotional support as well as the technical skills required 
in treatment In lime of sickness one cxpecis Jiis family to sur- 
round and support him, and to supervise closely and critically, if 
not actually carry on, the treatment process. Members of the 
family, in turn, feel obligated to remain close to the patient, to 
take charge of his treatment, and to reassure him as to his place 
in and importance to the family group. TIjc Anglo practice of 
hospitalization, with the treatment being taken over by profes- 
sional strangers and the faimly relegated to the meager role per- 
mitted by the visiting regulations, runs counter to the expecta- 
tion patterns of the Spanish-speaking and, thus, may be a factor 
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in the reluctance of some members of the group to seek or accept 
Anglo medical care. 

There are some illnesses for which Anglo medical care is not 
sought because, as has already been noted, the type of sickness is 
not ordinarily known to Anglo practitioners. A patient suffering 
from mal ojo, sxisto, and similar conditions seeks relief, if at all, from 
someone who is familiar with these diseases and who, therefore, 
may be expected to know something about the proper method of 
treatment. This difference between the two cultures in the con- 
ceptualization of disease serves to restrict the range of conditions 
for which Anglo medical assistance might be sought to those 
recognized by both cultural groups and gives to the folk practi- 
tioner almost exclusive influence in dealing with those conditions 
that are recognized only by the Spanish-speaking group. 

A final factor that may be mentioned as possibly contributing 
to the hesitancy of Spanish-speaking people to use Anglo medi- 
cine is that such attempts as arc made often do not provide the 
satisfactions that the Spanish-speaking expect. With the curan- 
dera and midica the whole process of diagnosis and treatment 
moves along in an atmosphere of informal cooperation and col- 
laboration between patient, family, and the healer. Alternative 
procedures are discussed and courses of treatment agreed upon, 
with the opinions of patient and family frequently being given 
much weight in the final decisions. The folk practitioner works 
less as an independent specialist than as a consultant and techni- 
cian who implements the therapeutic plans of the patient or his 
family, all of whom remain very much in the picture throughout 
the treatment period. All know what is going on and why. AH are 
free to offer suggestions and criticisms. The diagnosis and treat- 
ment of illness thus involve active participation by the patient 
and members of his family in a situation in which the relation- 
ships are mainly personal and informal. Diagnosis is usually easy 
and swift, and treatment follows immediately. 

By contrast, Anglo medicine is likely to be somc^vhat imper- 
sonal and formal. It is expected that the patient will be turned 
over to the physician, who will then direct the diagnostic and 
treatment procedures, largely without the benefit of advice or 
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suggestion from cither the patient or his family. Information may 
be sought from both, but usually only for the purpose of getting 
at tlic present complaints or learning the patient’s medical his- 
tory. Diagnosis may be slow and may involve techniques that arc 
not understood by the patient or his family. Treatment may be 
delayed pending the establishment of a definite diagnosis and, 
when instituted, may involve hospitalization of the patient. The 
patient and his family arc expected to be relatively passive par- 
ticipants in a situation in which most of the new relationships 
established arc impersonal, businesslike, and, frequently, very 
unsatisfactory. In treatment by either folk practitioner or physi- 
cian the possible range of outcomes is about the same. The pa- 
tient may get better, may remain as he is, may get worse, may 
die. There being no conclusive evidence of the relatively greater 
frequency of desirable results when using Anglo medicine than 
when relying on folk healers, the amount of satisfaction that 
patient and family get in the medical relationship becomes an 
important factor in determining which of the two types of medi- 
cine they will select. 

Tlic most important difTcrcnccs between Spanlsh-Amcrican 
folk medicine and Anglo scientific medicine that influence the 
choice of one or the otlicr arc these: Anglo scientific medicine in- 
volves largely impersonal relations, procedures unfamiliar to lay- 
men, a passive role for family members, hospital care, consider- 
able control of the situation by professional healers, and liigU 
costs; by contrast the folk medicine of Spanish-Amcrican villagers 
is largely a matter of personal relations, familiar procedures, 
active family participation, home care, a large degree of control 
of the situation b)’ the patient or his family, and relatively low 
costs. Given these dificrcnccs, it is easy to understand wliy a con- 
siderable motivation is'ould be necessary for a Spanisli-American 
to have any strong preference for Anglo medicine over iliat which 
is not only more familiar and possibly ps^xhologically more re- 
warding— or at le.ast less punishing — but also less expensive. 

I>cspltc the many factors t!\at operate to Ixindcr the seeking 
and acceptance of Anglo medical care b)* Spanish-speaking 
people of the Souiin'TSt, Iiowcxtr, Anglo medicine ts rapidly 
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coming to play an increasingly larger part in the total complex of 
attitudes and activities of the Spanish-speaking people with 
respect to illness and health. In cities where Anglo medical 
facilities and personnel are accessible, the use made of them by 
the Spanish-speaking probably is not greatly different in either . 
amount or kind from that of Anglos of comparable social class 
status. In some rural areas, activities of private practitioners, 
medical groups, health cooperatives, local and state health de- 
partments, and, particularly, public health nurses have brought 
a considerable amount of Anglo medicine within the reach of 
Spanish-speaking people and have done much to develop the 
attitudes necessary to the acceptance and use of Anglo medical 
ways. If we think of the Spanish-speaking population as distrib- 
uted along a continuum ranging from complete reliance on their 
own folk medicine at one pole to the complete acceptance of 
Anglo scientific medicine at the other, the greatest numbers 
would be concentrated near the center, with the highest propor- 
tion probably being found on the Anglo half of the continuum. 

The families who live at 1407 Felicity Street in Arcadia illus- 
trate a few of the many positions that might be found on such a 
continuum. Although Pedro Trevino has lived all his life in the 
United States and nearly twenty ycare in cities, he has little or no 
understanding of Anglo medicine and feels no particular need 
for it. His approach to illness and health is based on knowledge 
acquired in the New Mexican village of his childhood. Discom- 
fort and pain are to be relieved when possible, endured when they 
cannot be alleviated. Health is so taken for granted that it is 
hardly conceptualized at all. Illness and pain are simply un- 
pleasant interruptions of a normal condition. If not too insistent 
or too prolonged, they can be ignored; only if they interfere to 
any extent with his accustomed routines or become too un- 
pleasant does he feel that he should try to do anything about 
them. And then he does whatever is easy and familiar from long 
usage. Pedro’s hernia goes untreated because effective treatment 
is not possible within the range of his own knowledge of ^vhat to 
do, and because the discomfort it causes does not constitute 
sufficient motivation to overcome his lack of understanding of 
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Anglo medicine, his latent fear of surgery and hospitalization, 
and bis generalized rcluclance to enter into more than a bare 
minimum of relationships with Anglos. His seeming indiflcrcncc 
to the medical needs of his daughter Linda derives in part from 
the fact that to him Linda is not sick. She is not in pain; she has 
no outstanding symptoms that are observable to him; she is able 
to behave in a more or less normal fashion. Since she docs not 
show signs of illness, she is not defined as ill, and not being ill she 
is not entitled to the special consideration and treatment which 
arc the privilege of the sick. 

Alessandro Flores, the boarder in the Trevinos* apartment, 
thought his hospitalization for symptoms of silicosis was quite un- 
necessary and, in spite of the efforts on the part of the hospital 
personnel to make his st.iy there comfortable and pleasant, he 
Nvas uneasy* and afraid and lonely and was very glad to get out. 
From his point of nicw, living with the Trennos is far belter than 
being in a sanitarium or a nuning home, even though he 
might get more adequate care in cillicr than is now available 
to him. 

Virginia Gurulc’s heaUU \%‘orrics arc not about her chronic 
fatigue, her swollen ankles, or her shortness of breath after exer- 
tion. She is rnihcr concerned and hesitant and n little frightened 
about something that licr Anglo doctor considers to be for her 
l)cncfit. Hospital delivery Is famili.*ir and commonplace to him. 
It is strange and terrifying to her, Ph)-slcally, Virginia would 
probably be Ijcttcr off in a hospital at the time of her confine- 
ment; emotionally, the experience could again be a very trau- 
matic one. R.ifacl Gunilc’s excursions into Anglo medicine have 
not made a deep impression on him. Tlic chiropractor whom he 
saw for his “rheurrutism” was not able to gi%'c him any relief, 
and his experiences with the outp.tticni clinic of the Arcadia 
public hotpUal were not such as to develop in him any great 
conriction of ilte superiority of Anglo medicine. In fils one real 
sickness he and his wife turned first to a r-.rJt:a and were Mlisficd 
s\ith the irc.umcni he received. So far folk metlicinc h.as met hi* 
need* in a nunner th.it he conriden to be saih.^acfor^', and he i* 
not motiv.itcd to go f.ir bsyond it. 
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Of all the residents of 1407 Felicity Street, Simoneta Roybal 
has perhaps had the most extensive contacts with Anglo medicine. 
Her years in a sanitarium and her experiences during the de- 
livery and later hospitalization of her daughter have provided 
opportunities to observe and participate in Anglo medical ways. 
But because of her personal limitations, her lack of any formal 
education, and her slight understanding of any but the most 
superficial aspects of Anglo culture, she has not been able to 
profit much from her experiences. Her own health and that of 
her daughter have been neglected and will continue to be because 
Simoneta’s personality and her lack of adjustment to Anglo ways 
represent almost insuperable barriers to the acquisition of knowl- 
edge and attitudes necessary to proper health protection and 
maintenance. From the Anglo point of view Simoneta ought to be 
concerned about her own health and about that of her daughter. 
She ought to develop some interest in and plans for the future for 
both of them. That she appears indifferent both to her present 
condition and future prospects is in large part due to factors that 
are not directly related to her cultural background— her intel- 
lectual limitations, her meager experience, her lack of family 
ties, and her migratory history — which prevented her from form- 
ing any close and lasting relationships with anyone. Simoneta 
would be a problem case regardless of her cultural background. 
But the fact that she is Spanish-American and thus, to some ex- 
tent, unfamiliar with Anglo ways, complicates the problem of 
dealing with her. 

In matters of health, the Atencios more nearly follow the 
Anglo patterns than do any of the other families in the apartment 
building. Through their reading of magazines and ne%vspapers 
and their attention to Anglo radio programs, they have access to 
much popular information about health and medicine. As do 
many Anglos, they accept ^vhat they read and hear and spend a 
substantial amount of money each month on the preparations 
and appliances they learn about. Vitamins, antihistamines, 
laxatives, reducing aids, aspirin tablets, and other popular Anglo 
medications are frequently used both for minor ailments and for 
the prevention of illness. Their use of a midica for the treatment of 
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The Rubios are perhaps the most actively resistant to Anglo 
medicine of any of the family groups living at 1407. The grand- 
mother, Josefina, not only has a \vide store of folk knowledge 
about illness and health, but also some positive views about 
the relative merits of the medicine she knows and that practiced 
by Anglo physicians and other medical personnel. Her service as 
a parUra and the frequent consultations she gives her neighbors 
and friends on medical matters have won her the reputation of 
being a competent lay practitioner. Because of her attitude and 
prestige and the lack of any firm conviction by Concepcidn, the 
daughter-in-law, about illness and its treatment, the old lady sets 
the medical pattern for the whole Rubio family. While she re- 
mains alive and active, there is little likelihood of much recep- 
tivity to Anglo medical ideas or methods. 

Like many other Spanish-speaking families, the inhabitants of 
1407 Felicity Street represent a blend of acceptance of, indif- 
ference to, and resistance toward Anglo medicine ivith the par- 
ticular attitude and behavior of a given family depending on 
varying experiences of the individual members and the total 
family group. Like people everywhere, the Spanish-speaking are 
motivated to do something about conditions which cause them 
discomfort or pain or which they define as illness. Like people 
everywhere, they do whatever seems appropriate to them, ivithin 
the limits set by their material and intellectual resources. And 
they are more likely to do, among the range of things felt to be 
appropriate, whatever is easy and familiar rather than follmv a 
course that may be difficult and strange. To the extent that 
“Spanish” folk medical techniques are known, arc thought ap- 
propriate, and are available, they are used; similarly, Anglo 
“scientific” medical ways may be utilized if they are knoivn, arc 
available, and are thought appropriate. 

Tlie problem for Anglo medical professional personnel ivho 
work with Spanish-speaking people is to estimate the degree to 
which differences in attitudes, beliefs, and practices may affect 
their professional relationships and, in given cases, to modify 
tlicir approaches and procedures to allow for such differences. 
How such estimates may be made and what directions such modi- 
fications might take wU be considered in the chapter that foUou's, 
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BRIDGING THE GAP 


In preceding chapters information has been given about the 
number, distribution, and other characteristics of the Spanish- 
speaking people of the Southwest. Cultural differences between 
them and the Anglo population have been discussed and indica- 
tion given that there may also be important subcultural differ- 
ences between Anglo medical and health personnel and the 
Spanish-speaking individuals and families with whom they work. 
Some of the characteristics of the folk medicine used by Spanish- 
speaking people have been described, and mention has been 
made of factors in the culturally derived attitudes and practices 
of both groups and in the broad situations in which various sub- 
groups among the Spanish-speaking population live that have 
operated to limit the quality and quantity of health and medical 
services they receive. 

While it is hoped that the preceding discussions may have some 
intrinsic interest and value of their own, a primary reason for 
including them has been to proWde a background of information 
against which to consider the problem with which this chapter is 
concerned: How can the influence of cultural and subcultural 
differences be reduced so that more and better health services and 
medical care can be provided for the Spanish-speaking popula- 
tion of the Soathfiest? A so/nen'hat more general, but stiJJ re- 
lated, question to which attention will be given here is; How can 
more and better health services and medical care be provided to 
any population whose members difler culturally or subculturally 
from those who have a professional responsibility to provide 
them? Some implications for the still more general qucsu'on of 
how to give better health services and medical care to all should 
be e.xpccted from the discussion of our two more limited ques- 
*74 
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lions, but this problem is outside the scope of this book. The con- 
text within which these questions will be approached is not that 
of how to advance the frontiers of knowledge in the physical and 
biological sciences in order to develop improved techniques for 
the control of health and disease. It is, rather, that of how we can 
re-structure our social relationships and arrangements in order to 
make better use of the knowledge and techniques we already 
have, as well as those that may be devised. 

Because of differences in the people themselves and in the cir- 
cumstances under which they live, it seems best to give separate 
consideration to the rural and urban Spanish-speaking popula- 
tions and then to take up the more general topic of what can be 
done to institute more effective practices and relationships across 
cultural and subcultural lines. 

THE RURAL SITUATION 

Generalizations can be better grasped when related to specific 
situations. For that reason and because the rural Spanish- 
speaking people are such a heterogeneous population that any 
attempt to consider them all would be so general as to be mean- 
ingless or so filled with tedious detail as to be incomprehensible, 
this discussion will largely be limited to two areas, Taos County, 
in New Mexico, and Costilla County, just across the state bound- 
ary in Colorado.^ Each is predominantly rural; each has a high 
proportion of Spanish-Americans in the population; and both in 
recent years have been the scenes of rather ambitious attempts to 
set up programs to provide improved health services and medical 
care. 

Toos Count/ CooperotiVe Health Association 

On October i, 1942, the Taos County Cooperative Health 
Association began giving service to 907 paid-up member families 
in Taos County, New Mexico. At the time of its inauguration the 
Association had the formal approval and active support of the 
Taos County Medical Society, the benefit of financial aid and 
several types of nomnedical professional service from the Farm 
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Security Administration, and a background of interest and plan- 
ning effort by the Taos County Rxyect, an experiment in adult 
education undertaken in 1940 by the University of New Mexico 
and the Harwood Foundation with funds made available by the 
Carnegie Corporation of New York. The purpose of the Associa- 
tion was to provide medical care at the lowest possible cost to 
low-income families of Taos County, most of whom were Spanish- 
American and lived in fairly isolated communities far from a 
physician, clinic, or hospital. 

Health conditions in Taos County at that time were not good. 
In the period 1937-1939, 64 per cent of the deaths reported had 
been listed as from “cause unknown,” indicating that no physi- 
cian was handling the case at the time of death, and in 1941 no 
death certificates had been issued for 62 per cent of those who 
died. Of the 1,629 births occurring in the 1937-1939 period, 
1,122 babies were delivered by midwives, few of whom had had 
any formal training, and 1 93 by other persons with probably even 
less training.* The infant mortality rate was among the highest in 
the nation. For many families in the County, consulting a doctor 
meant a long and time-consuming trip into Taos or a very expen- 
sive mileage charge for a physician who might be persuaded to 
make a home call. 

The Association set out to provide medical and dental care, 
clinic service, and hospitalization in a manner that would be 
convenient for the people and at a price they could afford to pay. 
Health centers were set up at three strategic points — Taos, 
Questa, and Penasco — >vith each being staffed by a full-time 
registered nurse and visited on a regular schedule by physicians 
and dentists. Drugs were supplied on prescription by private 
drugstores or by the Association’s dispensary; hospitalization was 
made available at Taos and Embudo; ambulance service ^vas 
provided; and consultation or treatment by specialists was fur- 
nished ^vhen necessary. The cost of these services during the first 
year of operation amounted to S38.03 for each of the 1,145 
families enrolled, of wWch more than Bo per cent was paid by a 
subsidy from the Farm Security Administration. No family paid 
more than S32: none paid less than Si. 00. The average amount 
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paid per family for complete medical and dental care was $3.75 
per year.* 

Here, it would seem, was an enterprise that could not fail. Here 
was a serious medical need that an organization had been set up 
to meet. Here was good medical care made available at a cost 
(including the Farm Security Administration’s subsidy) of less 
than $8.00 per year per person. And yet, in spite of tremendous 
efforts, membership in the Association steadily declined until, in 
1948, it ceased to function. 

The causes for the failure of the Taos County Cooperative 
Health Association are many and complex and no satisfactory 
study of them has as yet been made. But one major cause was 
that the Association attempted to provide Anglo medical care to a 
people who were not yet culturally ready to receive or support it.* 

Although the people of Taos County were among the first 
Spanish-Americans to come in contact with Anglos from the East 
as a result of the infiltration of their area by trappers and 
“mountain-men” in the early 1800’s, and although the village of 
Taos is a tourist center of national repute, a large proportion of 
the population has remained relatively isolated. Having had but 
little contact with Anglo medicine and few opportunities to bene- 
fit from it, the people had long before worked out ways of 
handling, in a manner reasonably satisfactory to them, their 
problems of illness and disease. There is little in the record of the 
Taos Cooperative to indicate that the people of the County were 
averse to Anglo medical care. On the contrary, the records of the 
first year of operation shows that considerable use was made of 
the Association’s services by member families. But the degree of 
acceptance was not such as to indicate marked preference for 
Anglo medicine over more traditional ways of dealing with sick- 
ness and its consequences, and it certainly was not great enough 
to enable the Association to become self-supporting when the 
financial subsidy of the Farm Security Administration was with- 
drawn. The evidence seems to be that the Taosenos were willing 
to accept Anglo medical care when it was brought to them and 
when the costs were laigely paid by somebody else, but that they 
were not willing or able to keep tlw oi^anization going or to pay 
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for medical care— at least through the Cooperative— when out- 
side financial and administrative support was no longer given. 

It is probable that many of the members of the Association 
never understood much about the organization or their relation- 
ship to it. Some indication that this was so is given in a study 
made at the end of the first year of operation of the Association.® 
This study, based on a random sample of about a tenth of the 
membership, showed that nearly 8o per cent of the family mem- 
bers interviewed had little or no knowledge of the purpose for 
which the organization was set up; that 40 per cent did not know 
the manager; 22 per cent did not know that the Association had 
a Board of Directors; that only 40 per cent could name one or 
more of its members; and that while over half knew how much 
their first year’s fees were, less than half had any clear notion of 
how the amount of the fee had been determined. Five, about 1 5 
per cent of the sample families interviewed, had paid for a mid- 
wife’s services during the preceding year, even though hospitali- 
zation and delivery by a physician were included in the Associa- 
tion membership, and two families utilized the professional serv- 
ices of local healers. This lack of knowledge about the Association 
undoubtedly was an important factor in its subsequent failure, 
particularly among a people with no tradition of formal organiza- 
tion and with a custom of much personal relationship in all affairs. 

Without attempting to assess the relative weight of all the fac- 
tors responsible for the failure of the Taos County Cooperative 
Health Association, it can be fairly said that those responsible for 
planning and carrying out the program did not sufficiently take 
into account the factor of culture. This conclusion is supported by 
the experience of the Costilla County Health Association which, 
established a few years after the Taos project, limped along with 
diminishing membersWp for about six years and then also ceased 
to exist. 

Cosf///o Couniy HeaUb Assoehihn 

Costilla County, Colorado, is located in the San Luis Valley 
just across the state line from Taos County. The populations of 
the two counties are alike in that eaeh consists of a rural, larBcly 
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Spanish-American group, somewhat isolated from the main 
centers of economic, political, health, and educational activity of 
its state. As a result of the promotional efforts of a member of the 
faculty of Adams State College, who had observed the activities 
of the Taos County health project and who was aware of the 
Farm Security Administration policy to help rural areas acquire 
more adequate medical facilities, a general meeting of the people 
of Costilla County was called in 1945 to discuss the health situa- 
tion. At this meeting an organization was set up and officers were 
elected and charged with the responsibility of exploring the pos- 
sibility of obtaining financial aid from the government.® Dissen- 
sion within the group broke up this organization before anything 
could be accomplished, but early in 1946 a second general meet- 
ing was called, under the sponsorship of the San Luis Service 
Qub, at which the Costilla County Health Association was 
formed and a Board of Directors elected. 

With technical assistance from the Farm Security Administra- 
tion, the Association worked out plans for a voluntary health 
cooperative which, it was hoped, would help to meet the medi- 
cal needs of the County. A tentative budget of approximately 
$20,000 a year was decided on, with which it was thought pro- 
vision could be made for one physician, two nurses, a manager, a 
clerk, a janitor, and a cook. The doctor was to be gfuaranteed a 
minimum salary of $6,000 from the Association, plus 36 per cent 
of the fees he received from practice among nonmembers. The 
Association was to assume the full ccKt of all overhead and in 
return was to receive 64 per cent of all returns from nonmember 
practice. It was estimated that a membership of 540 families, 
each of whom would pay $38 a year for medical service, would be 
needed to toaintain the organization. For their family fee, mem- 
bers would be entitled to a physical examination, diagnostic 
services, treatment by a physician, such ordinary drugs as might 
customarily be dispensed from a doctor’s bag, emergency home 
calls and emergency treatment at the Association’s health center, 
obstetrical care either at home or at the center, pre- and post- 
natal examinations and advice, ambulance service from home to 
the center and from the center to the hospital at Alamosa, minor 
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operations including tonsillectomies, immunizations, venereal 
disease treatment, and prescriptions. In order to avoid some of 
the difficulties of the Taos County Cooperative, it was decided 
that services of the Costilla Association should be self-supporting 
from the very beginning, with the Farm Security Administration 
providing funds only for the initial outlays for a center building, 
water supply, clime equipment, and an ambulance. 

On the basis of these decisions the Board of Directors of the 
Association and the San Luis Service Club began a membership 
drive. Meetings were held in every community in the County to 
acquaint the people with the Association’s plans and to enroll 
them as members. 

Near the end of May, 1 946, when it appeared that the mem- 
berslup drive would be successful, the Board of Directors rented 
a building, equipped an office, employed a manager-solicitor, 
and began to look for a physician. The Farm Security Adminis- 
tration drew up blueprints for a health center building and the 
Association, not without some political jockeying, acquired a 
building site. 

In spite of rather strenuous efforts made by the organizers and 
the cooperation they received from the newspapers, a radio sta- 
tion, churches, and business groups, memberships came in slowly 
and by June the number was still far short of the goal of 540 
famili es. A former president of the Association has suggested 
several factors that might have contributed to the reluctance of 
people to become members. The type of program proposed by 
the Association was new in the area and at the time of the mem- 
bership drive it existed only on paper. There was as yet no 
ph^'sician associated with it, and those who joined and paid for 
a membership would have to go to Alamosa for medical treat- 
ment until the program had actually begun. Furthermore, there 
was no assurance that the doctor employed would be “good,” or 
that members would like him. Not all of those who participated 
in the membership drive were able to answer accurately the ques- 
tions asked, and some misinformation was given to prospective 
members. Rumors, usually based on erroneous information, cir- 
culated in the County. The timing of the drive was bad for a 
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rural agricultural people, who could not be expected to have 
much ready cash in the spring. The interest of some businessmen 
was lukewarm, and there was mild opposition from a small group 
of physicians in an adjoining coimty. 

Late in the summer, however, the goal of 540 memberships was 
reached (135 of these families had paid only Sro and agreed to 
pay the remaining S28 when the doctor arrived), and the Farm 
Security Administration made a grant to the Association of 
$41,950 for a building and equipment. A physician was hired in 
November and the Association began giving service on Decem- 
ber I . In addition to the doctor, the staff consisted of two nurses, 
a receptionist-clerk, a bookkeeper, a janitor, and a part-time 
manager, who divided his time between the Taos and Costilla 
County associations. Clinic equipment was obtained and a sta- 
tion wagon, which could double as an ambulance, was purchased. 

The doctor was well received by many of the people of the 
County and soon had more work than he could comfortably 
handle. Within a radius of 20 miles of San Luis, where the center 
was located, are to towns and villages which he was expected to 
serve; in addition, he frequently had patients in the hospital at 
Alamosa 40 miles away. As one board member phrased it, with 
almost classic understatement: “By the time the doctor made at 
least one trip to Alamosa, kept his office hours, made his regular 
house calls in the County, and went on a few emergency night 
calls, he had worked a full day.” 

Although the Association seemed to run smoothly enough, 
there were present from the first knotty problems which, in time, 
were to wreck it. One of these was the apathy of the members, 
who participated only to the extent of using the medical faciliu’es 
and contributed little or nothing to the promotional and organ- 
izational work needed to keep the Association functioning. The 
first annual meeting, scheduled for February, 1947, dre^v fe^ver 
than 30 members. A second meeting called two months later also 
failed to attract the necessary attendance to constitute a quorum. 

It was not imtil July that enough members could be brought 
together to hold a business session, and then the meeting tvas 
possible only because the Association was on the verge of collapse. 
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A second persistent problem was that of memberships. At no 
time did the number of paid-up members exceed 405, which was 
considerably short of the 540 needed to keep the organization 
solvent. Many of the 135 who had paid $10 and pledged the rest 
dropped out after receiving service for three months. The doc- 
tor’s salary was based on the number of members ($1.00 a month 
per member), so that as the membership went down his salary 
decreased proportionately. By June, after only six months of 
operation, the situation was so serious that he was considering 
resigning when his contract expired. Fearing the loss of the Farm 
Security Administration grant, which had not been spent, busi- 
nessmen in the County took the lead in reviving the membership 
campaign. As a result, by late July of 1947 the number had 
climbed to 544, but only 287 of these represented paid-up mem- 
bers and the remaining 257 consisted of $10 pledges, few of which 
were ever converted to paid-up memberships. From this point 
the membership went steadily downward until, in 1952, the 
Association ceased to function.’ 

Closely related to the problem of membership was that of the 
collection of fees. Under his contract the physician was per- 
mitted to perform many services not provided by the Association, 
for which he was expected to make additional charges. He also 
served nonmember patients, with the Association receiving 64 
per cent of the amount derived from this source. It was one thing 
to assess fees, however, and another to collect them. In one 
month, for e,xample, statements totaling some $2,000 were sent 
out and payments totaling only $190 received. 

In spite of the difficulties the first physician stayed on for a 
second year. During that year plans for the health center were 
finished and bids solicited. Hmvevcr, building costs had increased 
rapidly beriveen the time the Farm Security grant was made and 
the letting of the bids, so that when bids were received it was 
found that there were not enough funds to construct the building 
as planned. 

By 1948 membership was down to 90. The doctor left the 
Association that year and was succeeded by another within a 
month. In 1949 the membership was 60. The directors had been 
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working zealously to readjust their building plans in accordance 
wth the money available, but by the time modifications were 
approved in Washington, building costs had again risen and 
there was still not enough money for the center. 

The Board of Directors elected in July, 1947, continued to 
serve through subsequent years because it was never possible to 
attract enough members to a business meeting to elect another 
board. Meetings were called each year, in accordance with the 
by-laws, but at no time was there a quorum. 

In 1953 a physician was still in the County, doing private 
practice, and using some of the Association’s equipment, under 
an arrangement worked out with the directors. Most of the Farm 
Security Administration grant remained unspent, although the 
Costilla Association's board had agreed to transfer approxi- 
mately $20,000 of the money to a community in another county 
whenever this community could show that an additional $20,000 
would enable it to begin construction of a projected hospital.* 

The experiences of Taos and Costilla counties, in trying to 
organize health programs for a rural, Spanish-speaking group, 
have been described in some detail to illustrate how difficult it is 
to provide Anglo medical care to people of a somewhat different 
cultural orientation, without adapting the program to the cus- 
toms, the values, and the needs of the people for whom the pro- 
gram is intended — as they see them.’ The Costilla County pro- 
gram, like that of Taos County, had the benefit of sound profes- 
sional advice and guidance in the planning and organizational 
stages. But the plans and the organizational work were predicated 
largely on Anglo motivations, goals, and practices rather than 
on those of the Spanish-speaking population. In both instances 
natively Spanish-speaking persons participated actively, and in 
Taos County the formation of a hc^th association was preceded 
by a period of fairly intensive efforts, in which Spanish-Americans 
shared, to stimulate people to become aware of their problems 
and of the resources available. Howewr, even without kno\ving 
the specific individuals involved in planning and organizing, it 
can be said that they probably came from the most, rather than 
the least, acculturated elements in the Spanish-speaking popula- 
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tion, and thus approached their task more with the perspective 
of the Anglo than with that of the somewhat less acculturated 
Spanish-American population to be served by the new organiza- 
tions. 

The histories of the Taos and Costilla health associations sug- 
gest that there is nothing in Anglo medicine per se that makes it 
unacceptable to Spanish-speaking people. In both instances con- 
siderable use was made of the facilities and services by those who 
were entitled or needed to use them. 

The Spanish-speaking people of the Southwest, like those of the 
Latin American co\mtries studied by Foster and his colleagues,^® 
are pragmatic enough to accept Anglo medicine when it can be 
demonstrated to be technically superior to and thus more effec- 
tive than their own traditional medicine. But technical considera- 
tions are not the only factors in determining what kind of medical 
assistance, if any, an individual or family group will seek. 

All things being equal, many of the Spanish-speaking people 
of Taos and Costilla counties would as readily accept, or maybe 
would even prefer, Anglo medicine to their own traditional heal- 
ing practices. But all things arc not equal. Anglo medicine costs 
more, and this is an important consideration to a people who 
have little money and no strong tradition of paying cash for 
medical assistance. Anglo medicine, in many aspects, is strange 
and unfamiliar, both in its procedures and its rationale. The 
language of its practitioners is often incomprehensible and their 
therapeutic activities do not always seem relevant to the illness 
conditions being treated. People who consider themselves to be 
perfectly well — those, for example, in the early stages of active 
tuberculosis — are expected to remain in bed /or Jong periods; 
people who are obviously sick, such as those who have recently 
undergone surgery, arc hustled out of bed and made to bestir 
themselves. Anglo medicine is administered by strangers whom 
the patient and his fanuly frequently know only in their profes- 
sion^ roles and who, at best, arc likely to be impersonal in their 
ministrations and, at worst, impatient or brusque. It frequently 
requires that an indiwdual be separated from the family group 
and isolated in a hospital where his very life may be in the hands 
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cf pcnom ul’.om Isc docs not kno^v. And, for tliosc who joined 
the Taon and Ccrttill.i aswdaiions, Anglo medicine meant dc%‘ol- 
ing lime and effort to an organj/atlon, largely composed of 
ttrangcT?, ssUjcIi did not seem to IsaN'c any very direct connection 
\Nilh the medical care rrccimh runhcrmorc, participation in 
these aiwiations rerjuired maUng decisionj about medical care 
and paj-ing out money for it in anticipation of possible future 
illncsi. And why should one pay out monc>' now for benefits 
which can l)e cnjojrtl only in the future? Obsaously one should 
not; and crjually ob\aous!y, in the experience of these associa- 
tions, one did not, except when under the influence of crowd 
contagion at a meeting or when urged by a person whom one 
w-as reluctant to disappoint. 


Reosons for foi/uro of Jho Cosfilfo Couniy Heolfh Aisociofion 

Hie failure of the Costilla County Health Association, like that 
of the Taos Coopemti\*e, cannot be ascribed to any single cause. 
A number of factors contributed to die lade of success of the 
program. Some of these ha\-c been noted by Julian Samora, who 
sm'cd as fint president of the /Xssociadon.” 

One of the difficulties was tliat the insurance principle pla)'ed 
no vcr>’ meaningful role in the culture of the Costilla Couniy 
residents. In large part, and particularly among rural people, 
problems lend to be met and solved on a day-to-day basis, rather 
than being anticipated and prepared for in advance.** The pre- 
ventive and insurance aspects of the program were thus not well 
understood, and many persons who had no illness during the 
first year felt lliat the money they had paid for a membership had 
been sv’astcd. As one man said when asked liis reason for not re- 
newing his membership: **\Vby should I renmv it? Last year I 
paid S38 and no one in my family was sick.” 

A second important factor in the lack of success in the Costilla 
program may have been that most of the leadership in planning, 
organizing, and managing the Association was provided by indi- 
viduals with whom the people of the County could not easily 
identify. The original impetus came from a man who, although 
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an oldtiraer in the County and a person well accepted by the 
residents, was an Anglo. The representative of the Farm Security 
Administration Nvas both an Anglo and a newcomer. The first set 
of officers was largely made up of persons who w'ere either Anglos 
or newcomers, or both. Tlie second group were chiefly Spanish- 
Americans, but all, except a priest, were businessmen and thus 
personally oriented to^va^d Anglo culture. It is doubtful if many 
of the officers or those who were active in promoting the Associa- 
tion were persons ^vith whom a majority of the Spanish-speaking 
people of the County could feel a close, spontaneous, identifying 
*‘we-group” relationship. 

The whole process of planning and setting up such an associa- 
tion required a point of view, a type of activity, and a leader- 
follower relation that \vere much more characteristic of the Anglo 
culture than of the traditional ways of the Spanish-Amcricans.” 
And this is an area in which the two cultures arc quite different. 
In the Anglo pattern the leadership role is largely achieved in the 
sense that it is related to the personal characteristics— person- 
ality, energy, knowledge, special interest, special skills— of the 
individual who takes it on; it is particularistic, limited to a single 
area of interest or activity; it is formal in that it is e.xprcssed 
through a deliberately created organizational structure; and it is 
impersonal in the sense that the leader-follower relationship is 
not necessarily affected by the substitution of one person for 
another in either of die roles. By contrast, in the Spanish- 
American pattern the leadership role is ascribed in that it is 
acquired irrespective of one’s personal characteristics; it tends to 
be univcrsalistic in that it carries over into many areas of interest 
or activity; it is largely informal, since it requires no special 
organization for its c.xpression; and it is personal in that the sub- 
stitution of one person for another in the role docs affect the re- 
lationship." Even lliough many of the leadership positions in the 
orgaruzation and management of the Costilla Association were 
filled by persons who were natively Spanbh-speaking and thus 
at least peripheral ingroup members of the Spanlsh-American 
community, the actiritics were more cliaractcrisiic of tlie Anglo 
tlian of the Spanish-Amcrican pattern and, as such, could not be 
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expected to be wholly acceptable to the less acculturaled “/oh 
lower” group. 

Oosely related to the leader-follower hiatus as a factor in the 
do^vnfalI of the Costilla Association is the cultural difTcrence in 
the way in which Anglo and Spanish-American groups charac- 
teristically handle “problems.” Anglos much more readily char- 
acterize a given set of conditions as a “problem” and more 
quickly come to feel that some sort of concerted action is re- 
quired. Where an Anglo community might, for example, come 
to regard a given health condition as a social problem and set up 
a special program to deal with it on a community basis, a 
Spanish-American community might sec the same condition only 
in terms of its effect on individuals and leave the matter of coping 
with it to those individuals or their families. Moreover, tlic Anglo 
approach is, in a sense, indirect. If there exists an undesirable 
health condition of such magnitude as to be defined as a com- 
munity “problem”— say, for example, a high prc\’aJcncc of 
tuberculosis among members of the community— those who be- 
come concerned with it do not immediately begin to work \rith 
the sick and others who may have been affected. Instead, much 
effort is first put into setting up an organization that vrill serve as 
the focal point for the interests and activities of a variety of per- 
sons, some of whom >vill be directly concerned ^vith changing the 
undesirable condition. Anglos generally undentand llie reasons 
for such indirection. They arc used to forming and participating 
in organizations, and it seems entirely reasonable to them that if 
there is a need for belter medical care in Costilla County tlic 
way to gel it is first to do something else. In this case the \my was 
to talk about the problem, call and attend meetings, assess dues, 
rent a building, buy equipment, and engage in the numerous 
activities tliat arc ncccssarj* for the planning and creation of a 
health organiz.ition. 

A person looking at the “problem” from the standpoint of 
Spanish-.Amcrican culture might not understand the need for all 
tilts activity; it might seem to him to haxT little immediate 
reltn-ancc to getting assistance when someone is ill. Tor dealing 
svith the matter of illness, the Spanish-American culture, as \^-c 
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have seen, provides two resources: the general knowledge pos- 
sessed by the patient, his family, or his friends; and a somewhat 
more extensive and slightly speciali2ed knowledge that is the pos- 
session of a few categories of part-time practitioners, medicos, 
clbolarias, curanderas, partnas, and brujas. By contrast, the Anglo 
culture has a \vide range of resources, which include not only 
many kinds of specialized occupational roles but also a variety of 
institutions such as hospitals, sanitariums, laboratories, clinics, 
and convalescent homes, and a considerable number of both 
private and governmental agencies with both broad and spe- 
cialized interests and programs. In Spanish-American culture 
sickness is dealt wth simply and directly by applying the knowl- 
edge of the patient, a relative, a friend, or a lay spcdalist to the 
relief or cure of the sick person. In Anglo culture the process is 
usually much more complicated and indirect and frequently in- 
volves the establishment of interactive relationships with and 
between specialized medical personnel, members of institutional 
staffs, and professional persons in organizations and agencies. To 
one not thoroughly familiar with Anglo cultural ways the whole 
process could easily seem so complicated that he might be untvill- 
ing to enter into it. 

Another, and perhaps simpler, way of making the same point 
is to recall that setting up and joining a voluntary organization 
is a familiar pattern of behavior to Anglos. It is not so familiar to 
Spanish-Amcricans. For the purpose of maintaining and regain- 
ing health, as for many other reasons, Anglos arc “joiners.” They 
join voluntary associations, such as those in the fields of tuber- 
culosis, cancer, heart disease, poliomyelitis; thc>' become mem- 
bers of insurance plans like the Blue Cross, the Blue Shield, and 
the White Crtws; they create and join cooperative health associa- 
tions, such as those ofTaos and Costilla counties. In the Spanish- 
Amcrican culture there has been little or nothing to join.** One is 
a member of a community, a faimiy, a church, and perhaps of 
one or two church-rclatcd wluntary organizations \riih semi- 
rcHgious functions. Beyond these there is nothing to join. Thus, 
there is little cultural reinforcement for the kinds of activity and 
the t^'peof relauonships needed to maintain such an organization 
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as the Costilla County Health Association. And this is perhaps 
one of the reasons it was not successful. 

Recjuisifes of a HeaUh and Medical Care Program for the 
Rural Spanish-Speaking 

The experiences of the two health associations described illus- 
trate the point that medical programs directed toward a people 
who are culturally or subculturatly different from those admin- 
istering the programs must be adapted to the points of view, the 
accustomed patterns of behavior, the existing types of relation- 
ships, the beliefs and preferences of those for whom they arc 
intended. It is not enough to provide services or facilities in the 
Anglo pattern and hope that non-Anglos will take advantage of 
them. The true test of a medical program is not whether it con- 
forms in all details to the Anglo ideal of what it should be, but 
rather whether it works and, if so, how well. If the people for 
whom it was initiated, use it, support it, and derive benefit from 
it, it is effective; if they do not, it is a worthless program, however 
good it may look on paper or however much it may be in accord 
with the “best” Anglo practice. A medical program that w'ould 
be supported by rural Spanbh-speaking people in Taos and 
Costilla counties or similar areas in the Southwest might require 
practices and relationships, both medical and administrative, 
that would seem unsatisfactory to Anglo physicians and adminis- 
trators. If so, that is the kind of program that should be set up. 
However, in view of the fact that Anglo medicine, in some of its 
aspects, has been used by many rural Spanish-speaking people, 
it is not likely that a program wluch would meet their needs, at 
they see them, would have to be radically different from one de- 
signed for rural Anglos. It would, however, require some imagi- 
nation and ingenuity, some wllingness and ability to sec the 
“problem” from the point of v-iew of the Spanish-speaking people 
themselves, and some readiness to shape the program to (he 
wishes, expectations, and motivations of the group it is intended 
to serve. 

Tlicrc is no formula for a health program tlunt srould meet all 
the needs of rural Spanish-speaking people throughout the South- 
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west. Local conditions are too varied, the group too hetero- 
geneous. But it is possible to mention some factors that should be 
taken into account in designing a program for any given area. 

Any health program directed at rural Spanish-speaking people 
in the Southwest would have to deal %vith the kinds of problems 
that plague promoters and administrators of rural health pro- 
grams every\vhere — problems arising out of low incomes, dis- 
persal of population, and difficulties in transportation and com- 
munication. Many Spanish-speaking people, particularly in 
northern New Mexico, southern Colorado, southwest Texas, and 
parts of Ari2ona live on isolated farms and ranches or in small, 
widely scattered communities spaced along second- or third-rate 
roads. They arc frequently without telephone service. Obviously, 
in such areas the variety, amount, and quality of health services 
and medical attention available to urban populations cannot be 
provided, and such services as can be given arc necessarily more 
costly than comparable ones in an urban area. Illness in a 
Spanish-speaking community frequently means— if Anglo medi- 
cal services arc to be used— a long and somewhat difficult trip to 
a population center where a physician is available, or an equally 
difficult, time-consuming, and expensive home visit by the ph>’si- 
dan, prodded there is some means of getting word to Iiim that 
Ills services arc required. In either case the service is costly, not 
only in money but also in terms of time and possible discomfort 
or danger for the patient. Under such conditions the threshold of 
motivation to seek the kind of medical assistance rendered by the 
independent, private ph>-sician is likely to be high, and it is prob- 
able tliat needed medical services frequently arc not sought be- 
cause they arc felt to be too costly, or loo inconvenient, or both. 

If Anglo medidne is to compete with other t>'pcs of health 
measures and medical care available to rural Spanish-speaking 
people, wa>-s must be found to bring it within the price range lliat 
such people can and will pay and to make access to it convenient. 
Where folk medidne b cheap, readily available, and familiar, 
Anglo medical practices, regardless of how superior ihe>' may be 
technically, are at a disadvantage and may not be readily ac- 
ccplcd— except in tlic case of illness thought to be outside the 
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competence of native practitioners or in which they have failed 
to bring about relief or cure — unless they, too, can be made 
inexpensive, easy to obtain, and familiar. Familiarity, of course, 
is a by-product of contact and association, and can only follow 
them. Reduction in cost can be achieved by an outside subsidy, 
as in the case of the Taos County Cooperative, by economies 
made possible through most efficient use of equipment and per- 
sonnel, by restricting services to a desirable minimum, and by 
using to the fullest extent minimally trained volunteer or paid 
personnel. Convenience can be promoted by making services 
available at times when people can most easily seek them and by 
holding frequent, regular clinics in local communities. This ap- 
proach also contributes to familiarity, since it permits local people 
to seek and receive medical services in surroundings where they 
feel at ease. The exact arrangements for keeping costs do\vn, for 
making services easy to obtain, for promoting a familiarity with 
Anglo medicine, and for motivating Spanish-speaking people to 
seek Anglo preventive and therapeutic services would necessarily 
be different from one area to another, but each of these goals 
certainly should be pursued if any program for providing health 
services to rural Spanish-speaking persons is to be successful.^ 

To overcome the difficulties posed by the spatial distribution, 
low-income level, and cultural orientation of rural Spanish- 
speaking populations of such areas as Taos and Costilla counties, 
a health and medical care program would have to meet at least 
three requisites: (i) It should be designed, at least in its early 
stages, to provide only minimum services. (2) It should utilize a 
Well-organized team approach, involving possibly some new rela- 
tionships between categories of health and medical personnel, 
new functions for some of them, and the drawing in of persons 
not now usually included in organized health programs. (3) It 
should have financial assistance from public or private sources 
over a reasonably long period of time. 

A minimum program docs not necessarily mean an inadequate 
program. It means simply the scaUng down of expectations to 
those possible within the limitations of the situaUon and the exer- 
cise of imagination, ingenuity, and cooperative effort to make the 
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best use of resources. Specifically, it means that a variety of 
specialized skills will not be available, so that generalized skills 
must be developed and used by personnel Nvorking in the pro- 
gram and provision made for taking patients to specialists in 
cities when medically indicated. It means limiting hospitalization 
to the minimum required by patient welfare, conserving tlic time 
of physicians, and making the greatest possible use of the home 
and unpaid family members and friends in the therapeutic 
process. It means the provision of small clinics staffed for the 
most part by nurses who, under the supervision of physicians, can 
screen patients and treat minor ailments. It means the maximum 
use of preventive services in order to reduce the incidence and 
prevalence of disease. It means a heavy reliance on visiting nurses 
to make such home calls as arc necessary for the purpose of 
assessing the need for a physician’s services or providing the 
follow-up treatment or care a physician has prescribed. It means 
home deliveries for uncomplicated obstetrical cases and the use 
of trained and licensed midvvives. It means, in short, some com- 
promise with the Anglo ideal of the hospital as treatment center, 
the specialist as a ready consultant, and the physician as the only 
person qualified to give any kind of medical care, and the devel- 
opment of programs which, however much they may have to 
deviate from this ideal, will have the merit of providing better 
and more extensive services than were formerly available. 

A team approach >rill be necessary' if for no other reason tlian 
to save tlic time of physicians for the tasks that nobody else can 
perform. Doctors arc scarce in rural Spanish-speaking areas and 
srill continue to be. It is essential that the b«l possible use be 
made of their lime and skills. Tliis means restricting their activi- 
ties to those that only a physician can perform and making maxi- 
mum use of the abilities and knmvlcdgc of a variety of auxiliary 
personnel- Mid\rive5, for example, can safely handle normal, 
uncomplicated deliveries; let them do so, srith adWee, instruc- 
tion, and supCT\'ision from the physician. Nurses can do innumer- 
able things, such as treating small cuts and minor upper- 
respiratory infections, making preliminary di.sgnoscs for screen- 
ing purposes, making follow-up home visits, staffing clinics, and 
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relieving minor emergency conditions such as earaches. They can 
serve as extra pairs of eyes and cars and hands for physicians. 
Why not let them do these things and others that they could be 
taught to do, up to a maximum consistent with the safety and 
well-being of the people being served? 

A group of people can accomplish more working together as a 
team than they can separately. But, it must be remembered, a 
team is more than an aggregation of individuals working on a 
common task. It is a cooperative endeavor based on shared 
interests, complementary abilities and skills, mutual respect for 
each other’s roles, and common goals. It functions well only if its 
members have high morale, only if each has a sense of the im- 
portance of his contribution and its place in the whole endeavor. 
But these do not come about by chance. Somebody has to develop 
and nourish them. Somebody has to be concerned about them. 
On a health team that somebody is the physician.** Because of his 
technical competence and legal responsibility, he must direct the 
team. If it is to function as a coordinated group and not as a 
collection of persons with separate skills and goals, he must be 
prepared to play a role somewhat different from that of the 
physician as ordinarily conceived. A good part of his time and 
attention will need to be devoted to other members of the team. 
He will have to instruct and advise and encourage and support 
them. He will have to teach them to undertake tasks that he 
would ordinarily perform. He will have to make them dependable 
extensions of himself. He will have to have confidence in them 
and develop their confidence in him. 

Another reason for using the team approach is that it is the 
most effective means of drawing into the health program mem- 
bers of nonmedical professional groups and laymen with special 
skills. Even in small rural communities there are persons with 
professional and other abilities whose occupation or interests 
make them potentially useful in health programs. Priests and 
ministers have extensive knowledge of their parishioners and a 
professional interest in improving their health and welfare, and 
could be very helpful in enlistii^ the cooperation of their con- 
gregations and interpreting to them certain aspects of the health 
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program. School teachers are professionally concerned wth 
health, and, through their contacts with children as well as by 
virtue of their prestige in small communities, are in a position to 
influence the health practices and attitudes of both children and 
adults. Agricultural extension workers sometimes have very close 
relationships with the people they serve and would be valuable 
allies in a concerted attack on health problems. Home demon- 
stration agents are already partly concerned with health matters 
through their interest in food preparation, nutrition, and acci- 
dent prevention. They have easy access to homes and frequently 
have developed such a high degree of rapport with families that 
they could perform important liaison and teaching functions. 
Social workers from state and local departments of welfare and 
other agencies are often active in rural Spanish-speaking com- 
munities, and their training and interest is such as to make them 
alert to health problems and capable of giving valuable aid. 
Health educators, particularly those with knowledge of the com- 
munities in which programs might operate, have much to con- 
tribute toward raising the general level of understanding about 
health and sickness and reducing the barriers to an acceptance of 
new programs. And, finally, in the knowledge of the community 
and relationships already established by parteras, medicos, curan- 
dnas, and other lay healers there is a valuable resource for %vin- 
ning the confidence of community members and facilitating the 
transition from a heavj* reliance on traditional folk practices to 
the adoption of Anglo medical W’ay's. 

To make the fullest use of these and other aides who might be 
found, a health program should probably be integrated with 
other ongoing programs designed to deal >vilh community prob- 
lems in areas liaving some relation to health. By working with and 
through such agencies as the public and parochial schools, the 
church, the Extension Scr\’icc, departments of public ^vclfarc and 
private social service agencies, a health program could multiply 
its strength and effectiveness and minimize its difficulties. 

Use of the team approacli in the field of health would in many 
areas require an outside source of funds for a fairly long period of 
time if not indefinitely. Such funds should probably come from 
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public sources. And there is no compelling reason why they 
should not be provided. The principle of community responsibil- 
ity for public health services is weh established in urban areas. 
Public health units, including salaried personnel such as public 
health nurses, already operate in many rural counties. No great 
increase in funds would be required in such coimties. All that 
Would be needed is an extension of the range of interest and activ- 
ity of present departments to include the function of planning, 
organizing, and managing the kind of program necessary to meet 
the health needs of rural Spanish-speaking people. Costs could be 
kept low by making the best possible use of school teachers, social 
Workers, and extension service people who are already on public 
payrolls; by using clergymen and other volunteer personnel; by 
using, wherever feasible, minimally trained people; and by charg- 
ing a small amount for services. A AiJl-timc salaried physician and 
a. public health nurse, with a small budget to cover administra- 
tive expenses and the cost of auxiliary services, could, if they tvere 
persons with energy, enthusiasm, ingenuity, and sensitivity, de- 
velop in a rural Spanish-speaking county a program that would 
go far toward providing the essentiak for good health. No elabo- 
rate organization would be required; no great change in philos- 
ophy would be called for. 

In pointing out the necessity for public funds for health pro- 
grams for rural Spanish-speaking people, no implication is in- 
tended that such programs should supplant private medical care. 
Rather, they should supplement it, utilizing the services of private 
practitioners and privately managed clinics and hospitals to the 
fullest possible extent. The operation of such programs, both Im- 
mediately and in the long run, would result in more rather than 
less work for private physicians and institutions as persons necd- 
mg attention were found and encouraged to seek treatment, and 
as long-range educational and attitude-changing activddcs began 
to have effect. There are some things that private practitioners, 
however altruistic they may be individually, cannot be c.\pectcd 
to do. For the most part, they arc fully occupied \v'ith the medical 
problems that come to their attention. They do not have the time 
to organize health programs, to enlist the assistance of and give 
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guidance and support to auxiliary' personnel, to plan and institute 
measures designed to overcome the culturally derived obstacles to 
the acceptance and use of Anglo medicine, to set up and direct 
activities aimed at raising the educational level of Spanish- 
speaking communities with respect to health maintenance and 
disease prevention. Theirs is an exceedingly important role. But 
they cannot be expected to do the whole job in rural areas any 
more than they do in cities, where health is the concern of both 
private practitioners and publicly employed professional people. 

The points made here about better health programs for rural 
Spanish-speaking people arc very general. They arc deliberately 
so. The purpose of the discussion has not been to draw up a blue- 
print for an ideal program, but rather to call attention to the fact 
that the success of any program will depend less upon the quality 
of its paper plan or the perfection of its organizational scheme 
than upon the interest, imagination, social pcrcepUvcness, and 
human warmth of tlic people who staff it. Given people with 
these qualities, along with time to work, a few resources, and 
freedom to experiment Mth new arrangements, good health 
sciAnces and medical care for rural Spanisli-spcaking people could 
become a reality. 

A special problem in setting up a health program for rural 
Spanish-speaking people is posed by the extensive mobility of a 
good proportion of this group. Large numbers of Mc.xicans — 
many of them wetbacks— move in and through the Southwest 
with such fluidity that it has been exceedingly difficult to plan 
and administer an adcq\iaic program for them. Tltcy, together 
will the thousands of Mcxican-Amcricans whose seasonal migra- 
tions arc keyed to the s'anousagncultural har^-est penods, appear 
in many communities in such numbers that local public health 
agencies as presently staffed and financed cannot conceivably 
meet their need for public health 5cr\*iccs, and private and public 
medical personnel and institutions have rarely been able to do 
more than offer the most limited types of emergency care. In the 
case of Sp.anish-spcaking migrants, there arc added co the already 
great difllcullics of planning and proWding adequate medical and 
hcallfi care to a people who arc poor, rural, dispersed into rcla- 
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tively small population units, and culturally deviant in some 
respects, the enormous additional problem of meeting the needs 
of a group that is highly mobile and for whom no one has needed 
to assume any particular responsibility for more than the briefest 
periods of time. An excellent discussion of this problem and some 
concrete suggestions for handling it will be found in the report of 
the President’s Commission on Migratory Labor.^^ 

In addition to the general factors of poverty, low population 
density, poor transportation and communication facilities, and 
excessive mobility there are other factors, deriving from the cul- 
tural orientation of the Spanish-speaking people, which have 
some relevance for any program that might be proposed for giv- 
ing medical and health sendees to members of that group. As the 
cjqjeriences of the Taos and Costilla associations indicate, it is 
probably important to discover, identify with, and work through 
the indigenous leaders. A common tendency is to seek the aid and 
influence of those persons who have the requisites for leadership 
tn an Anglo community — business or professional status, fairly 
good income, skill at verbalization, a reputation for being “civic 
minded” — and to pass over as unimportant persons who may 
have none of the Anglo leadership attributes but whose actions 
and opinions are followed and esteemed by local Spanish-speak- 
ing people. The latter are hard to find; few if any of the criteria 
of leadership among Anglos are useful in identifying them. They 
may not have formal education, or financial standing or aggres- 
sive personalities or any of the other qualities thought necessary 
to leadership in the Anglo culture. They may not even be 
recognized as leaders either by themselves or by other people in 
the community. But they exist in nearly every community, and 
their interest and support can mean the difference between suc- 
cess and failure for a given project. 

ITiese indigenous "central” leaders are not easy to ^vork with. 

The considerations that make sense to them are likely to be some- 
what different from those that >vould appeal to Anglos or to 
highly accxflturated “peripheral” leaders. For the most part, they 
will be persons who embody most fully the norms, values, atti- 
tudes, and viewpoints of the group they represent. To \vin their 
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cooperation programs must be designed and presented in terms 
that are meaningful for the interests, goals, and preferences of 
Spanish-speaking people. Ingenuity, flexibility, and knowledge of 
both cultures are necessary if Anglos are to develop a plan which, 
\vithout sacrificing “rightness** from the Anglo point of view, ^vilI 
scr\'e to draw in and give satisfactions to those on the other side 
of the cultural fence. This may mean, as has been suggested, 
giving up or modifying some of the relationships and forms of 
organization that seem proper to Anglos. It may mean, tempo- 
rarily at least, forgoing what seem the more important goals to 
Anglos in order to pursue goals that appear to be of more imme- 
diate importance to the Spanish-speaking. It may mean restrict- 
ing the use of some techniques and skills— for example, hospital- 
ization or the use of medical specialists— which are valued by 
Anglos. It \vill certainly require a willingness to compromise on 
means in order to attain long-range ends, and to recognize and 
respect the possibly different goals and values of other people. 

Desirable Fcofurcs for o Rural HeoJfh Pregrom for fbo Sponish- 

Speok/ng 

Some of the features that such a program might conceivably 
require can be menlioncd here. As has already been indicated, 
participant phj-sicians, nurses, and other professional health per- 
sonnel connected >rith the program should have a good knowl- 
edge of the value s)*stcrm and the cultural orientations of the 
people with whom they arc working, along with some sclf- 
conscious a\%’arcncss of their own values and goals, insofar as 
these arc culturally derived. It would be desirable in many rom- 
munitics for them to know Spanish, in order that thc>* might 
more readily communicate with patients or family mcmlxrs w!io 
cither do not know English wxll or are not easy in their use of it. 
In a gi\xn situation consideration mlglil need to l>c gi\xn to the 
question of whether or not many or all of the workers should l>c 
members of the Catholic faith and to the possible benefits of using 
professional people who arc themselves nati^xlySpanWi-speaking. 

A fce-for-servicc principle of pa>'ment %s-ou!d probably be 
preferable to a prcpa>'inent plan, at least in the early years of a 
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program, since it more closely conforms with the existing and 
traditional patterns of Spanish-speaking people in paying for 
medical assistance. 

The required participation of Spanish-q)eaking laymen in the 
administrative or organizational aspects of the program should 
probably be held to a minimum. Attending meetings, voting, 
electing ofRcers, formulating policy, participating in making ad- 
ministrative decisions, and similar activities not immediately and 
directly relevant to the giving or receiving of medical care should 
not become requisites to obtaining such care. These activities can 
undoubtedly have an educational function ^vhich, in the long 
run, might permit a given program more nearly to approach the 
Anglo ideal, but to require them as a condition of getting medical 
care is to add greatly to the difficulties of acceptance by rural 
Spanish-speaking people. 

This is not to suggest that Spanish-speaking persons be ex- 
cluded from such activities. On the contrary, the more they can 
be drawn in the better for the succ«s of the program. Some like 
organizadonal activity and perform it exceedingly \vell, They 
should certainly be encouraged to participate. However, no one 
should be excluded from partsdpsOon m the program because of 
lack of interest in organizational activities. 

Relations between those giving medical care and those receiv- 
ing it should be as direct, personal, and convenient as possible. 
The physician or nurse should be easily accessible, and there 
should be a minimum of waiting by patients and a minimum of 
preliminary contacts with cleric^ personnel. If it is necessary for 
a clerk to obtain information from patient or family member, tlUs 
is perhaps better done after the doctor or nurse is seen llian 
before. Relationships and procedures should be made as informal 
as possible, and there may be times when effidenej* needs to be 
sacrificed for informality. The personalities of the phj-sici.in and 
nurse arc important factors and, whcrc\Tr possible, should be 
taken into consideration along with more technical qualifica- 
tions when health personnel arc being recruited. If a choice must 
be made, it may be better— at least in the early stages of any 
program— to gbt: greater weight to pcnonality factors tlian to 
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professional qualifications. Personality should also be considered 
in selecting nonmcdical personnel, especially those who are likely 
to have any direct contact \vith patients or their families. A system 
of precisely timed appointments should probably not be used, and 
if possible all matters pertaining to a given illness should be 
taken care of at a single visit. In the instances where this cannot 
be done, every effort should be made to see that the patient or a 
near relative has a clear understanding of the illness and the 
probable course of diagnostic or treatment procedures. And 
enough should be known about the individual patient and his 
environment to ensure that the medical orders given are realistic 
for his situation. This may be particularly important for orders 
that concern foods. Physicians and others in professional roles 
will probably have to accept a somewhat more personal relation- 
ship than would be necessary with an urban Anglo clientele. 
Once a good relationship has been established, they can expect to 
be consulted about many nonmedical matters. 

More initiative may also be required, particularly in the case 
of those services concerned with preventing rather than remedy- 
ing illness. A prospective mother, left to her own devices, might 
never seek prenatal examination and advice. Tlie same-woman 
might readily accompany a visiting nurse or someone else who 
c.xplaincd the desirability of such a procedure and offered to go 
%vith her the first time. Similarly, a person with a nondisabling 
chronic disease might benefit from sei^-iccs which, on his own 
initiative, he would never seek but would accept If someone put 
him in touch with them. Illnesses involving considerable pain or 
discomfort probably supply their own motivations, but those with 
ailments lo wliich one can ac^usi with iTa.«jn.iblc comfort or which 
require activity now lo acitieve or prevent some future condition 
arc likely to require assistance from another person. With a rural 
Spanish-speaking group it b not enough to announce tliat med- 
ical services of various kinds arc available and Uiat an>-onc need- 
ing them should present himself and he treated. For nuiny ills, 
particularly when an initial contact with any part of the medical 
program is involvetl, additional and frequently personal stimul.-!- 
tion is needed, in some instances even to the extent of bringing 
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the service to the person or the person to the service. Treatment 
of the sick in their homes and by their families, which until 
recently was the rule rather than the exception in the Anglo 
culture, and again is being endorsed in certain types of illness, 
notably tuberculosis, is still a strong tradition among rural 
Spanish-speaking people. And any program which, too rapidly, 
seeks to bring about changes in this area is likely to encounter 
Considerable resistance. Hospitalization of the patient and the 
use of specialized nursing and auxiliary personnel probably re- 
sult in better care from a technical point of view, more physical 
Comfort and greater safety /or the patient, convenience for the 
physician, and the opportunity to use a wider range of specialized 
devices, services, and procedures than would otherwise be pos- 
sible. These values are very well known to Anglo medical people 
and to many Anglo laymen. They are perhaps less weU appre- 
ciated by rural Spanish-speaking laymen, many of whom would, 
in given situations, tend to regard them as more harmful than 
helpful and their use as an indefensible abrogation of the family's 
responsibility for the sick member. 

Along with drawing the family info the treatment process more 
than is customary among Anglos, an attempt might well be made 
to utilize the skills and relafionships of Jay practitioners in the 
Spanish-speaking culture. The midwife training program, car- 
ried on by the New Mexico State Department of Health, repre- 
sents such an effort. Through it women already accepted and 
Used as parteras in Spanish-speaking communities are given at 
least a Tniniir ium of instruction designed to improve their tech- 
niques, alert them to possibly dangerous conditions beyond their 
range of competence, and provide the basis for cross-cultural and 
cross-professional understanding that will enable them to consult 
with and transfer patients to Anglo physicians when such consul- 
tation or transfer is indicated. Just as parteras continue to be used 
in areas where Anglo medicine is not always easily available or 
entirely acceptable, so might some plan be devised to utilize the 
skills of midicas and curanderaSt whose familiarity \vith the prepara- 
tion and giving of medicine and treatments of many kinds and 
acceptability to rural Spanish-speaking patients in general could 
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constitute a valuable resource in providing better medical care. 
Such lay practitioners “know** their o\vn culture; they know the 
attitudes and responses of their friends and neighbors to various 
types of illness. Given minimal training in Anglo medical ways 
and supendsed by Anglo physicians and nurses they might be- 
come a valuable liaison between scientific medicine and the rural 
Spanish-speaking patient. Similarly, albolarias, many of whom 
have a good ^vorking knowledge of processes whereby psycho- 
logical and social maladjustment may be corrected or minimized, 
could be used as valuable aides in certain areas. 

Certainly it would be unwse, in attempting to institute a 
medical program for rural Spanish-speaking people, to fail to 
consider lay practitioners. For, in the absence of acceptable 
Anglo medical facilities and personnel, they arc the ultimate 
medical resource of the people who use their services, and it b not 
likely that their influence tvill abruptly cease when scientific 
medical care is introduced. They should be dra\m into any new 
program if for no other reason than that their good wll or ill ^viIl 
may be a powerful influence in determining the degree of ac- 
ceptance or rejection of the undertaking. But ilicir usefulness need 
not stop at lending passive appro\*al. TTiey could give some types 
of treatment and perform some nursing functions. They could 
supcrs*isc ilje carry'ing out of doctors’ or nurses’ orders by tlic 
patient. Thc>' could pro\*idc an easier and more certain cntrfc to 
patients than an Anglo ph)*sician or nurse might be able to 
achieve working alone. In many cases of Iangu.*igc difficulty, they 
could interpret to patients the phj’sician’s instructions. To 
suggest tint thc>' be drawn into a program is not to imply 
that all of their present folk medical knowledge need be rec- 
ognized as sound or all of their present practices approved. 
But if that part of their knowledge whicli is sound could be re- 
tained and broadened, and the part that is potentially Imrmful 
could be reduced or eliminated, not b>' forbidding or ridiculing 
or ignoring, but tlirough friendly, rcUixed, informal teaching, 
by practitioners could become sailuablc allies in the dcsel- 
opment of adequate medical programs for rural Spanish-speak- 
ing people. 
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The foregoing suggestions indicate that health programs need 
to be flexible enough to permit modification to fit varying situa- 
tions. But flexibility is not ea^y attained. There is bound to be 
some rigidity owing to the fact that any program requires an 
organizational framework. Formal organizations are necessarily 
somewhat inflexible, and the larger they get the less adaptable 
they are likely to become. Organization requires that relation- 
ships be structured, which is to say that the privileps and respon- 
sibilities of each position be specified and delimited; that time 
and energy be devoted to activities and ends not directly related 
to the purpose for which the organization was formed; and, not 
infrequently, that its major goal be subordinated to other cp- 
siderations. Organizations also are modeled aftp preexisting 
patterns and this, too, introduces a degree of rigidity. ^ ^ 

Not only is the organization itself likely to be somewhat mflew- 
ble, but it operates in an environment that imposes limite on lU 
range of activity. Some of these restrictions are formal, such as the 
laws that specify what various types of organizations can and 
cannot do. Others are informal, but no less rcstricUve. Consider, 
for example, the kinds of control a state or county medical society 
can exercise over the operadons of a health program. 

There is likely to be inflexibility, too, on the part of the persons 
who operate the program. Health personnel, p those m other 
areas of professional activity, come to have what is, to use Veblen s 
phrase, virtually a trained incapacity for practicing their profes- 
sions under any but a rather narrowly limited range of circum- 
stances. Their deep immersion in scientific medicine, - 

anee on the urban hospital, in which most of them were ttained, 
their shared conceptions of their own professional roles and func- 
tions, their somewhat specialized value judgments with respect to 
health and disease, all make difficult for many 
necessary if their professional skills are to be acceptable to 
laymen. In the treatment of disease there can be no ““P™™ ' 
with the highest professional standards; m the treatment of people 
there may have .0 be some compronuse if the *f 
ship is to be accepted. Part of the Mexi'nhty ■= due to faito to 
recognize that the social circumstances m which medical care is 
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given do not necessarily influence the content of that care. In- 
numerable varieties of phj'sician-patient relationships arc con- 
sistent Nvith the use of an antibiotic to combat infection. Modifica- 
tion in the approach to and handling of a person need not be 
accompanied by a change in the treatment of his disease. But 
because it is so difiicult on the practical level to separate medical 
procedure from the accompanying circumstances in which it is 
used, any suggestion for change in the circumstances is easily 
interpreted as requiring change in these procedures. And so med- 
ical programs designed for rural Spanish-speaking people are less 
flc,xiblc than they might ideally be because of the tendency of 
Anglo professional persons to resist experimentation in social ar- 
rangements for giving care, in the belief tliat they arc protecting 
the quality of that care. 

For some time to come, the greater part of the impetus required 
for improNing medical care for rural Spanish-speaking people 
will probably have to be supplied by Anglos and those in the 
Spanish-speaking population who are the most Anglicized. And 
there is much to indicate that the cflbri will be made. Increasing 
numbers of natively Spanish-speaking men and women are re- 
ceiving training lliat will fit them for professional careers in 
medicine and related fields. Many of these, because of their bi- 
cultural conditioning, trill be able to gain an acceptance of their 
profcssion.aI services more easily Uian an Anglo could and trill 
thus become strong acculturating influences. Anglo physicians 
arc learning that they can cam a living and make satisfactory use 
of their professional skills in rural communities that arc largely or 
wholly Spanish-speaking, Organizations such as the Netv Mexico 
Hcallli Foundation Iwvc provided stimul.nion and some finan- 
cial help in the building and staffing of small rural clinics. Public 
health services arc slowly being extended into new geographic 
arc.as and the range and scope of services ofTcred arc l>cing ex- 
panded. TIjc l>'pc of federal aid provided under the Hill-Burlon 
inll luas stimulated interest In rural hospitals and made potvible 
some tluit othervrivc might not liavc been built. International 
organirations such at the World Health Ontaniration arc ex- 
ploring new arrangements for improving rural health s/*rviccs 
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among people of diverse cultures, and some of their findings may 
well be applicable in the Southwest. The developing concept 
of the medical team is improving communication and under- 
standing between various levels of health personnel and between 
them and laymen, widening the area of possible cooperative 
action. Medical, nursing, and social work educators are becoming 
increasingly concerned with the need to introduce their students 
to some of the concepts and methods of the social sciences, par- 
ticularly in reference to cultural differences and the ways m 
which attitudes may be understood and modified and behavior 
patterns changed. Renewed emphasis is being placed on preven- 
tive medicine and health promotion. There is a growing aware 
ness of the gains to be made by adjusting health activities and 
programs to the levels of acceptance and understanding of the 
populations to be served. And from these and other trcn s, rura 
Spanish-speaking people are certain to benefit. 


THE URBAN SITUATION 

Providing heaith services and medical care for Spanish- 
speaking populations of urban areas is for obvious masons some- 
what easier than for those who live in the country. 1^ very act 
that these populations live close together in large numbers makes 
feasible the use of medical institutions, specialized seryicra, cnvi- 
ronmcntal sanitation programs, health education activities, an 
programs for the prevention and control of iscase. r 
Spanish-speaking have much greater opportunity for 
contact tith Anglos and their culture than do those m mral 
sections and are likely to be more acculturated and, hence, more 
accepting of Anglo medicine. Public health and visiting num« go 
into their homes. They receive service m hospitals and etai^ 
largely staffed by Anglos. They consult Anglo praetitionem.^^ 
patronize Anglo drugstores. They are influenced by the remarks 
and actions of Anglo friends and neighbor. 

It cannot be assumed, however, that ^glo medicine ^ y 
available or acceptable to Spanish-speakmg people Ij' ^ 
cities. Many of them are below the average of their community 
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education and income and could not afford adequate medical 
care even if they understood it and were motivated to seek it. As 
has been noted, in most of the large cities of the Southwest, the 
Spanish-speaking population generally lives apart from the 
English-speaking group in separate sections ^vhere the opportuni- 
ties for interaction with Anglos are few. In these areas Ae Mexi- 
can or Spanish-American cultural traditions remain strong. Ad- 
justments have been made to fit village ways to the needs of urban 
life, but the resulting patterns of belief and behavior are often 
still recognizably different from many of those of Anglos living in 
the same cities. 

In working with a Spanish-speaking individual or family, in 
cither a rural or urban setting, more perhaps needs to be known 
about the person or family than would be necessary in working 
vnth Anglos in comparable situations. Because a given Spanish- 
speaking person lives in Los Angeles or Houston or Phoenix, it 
cannot be assumed he is thoroughly familiar with Anglo culture 
and can be c.xpcctcd to understand, accept, and respond to 
Anglo medicine exactly as an Anglo would. Nor can it be taken 
for granted that because a Spanish-speaking individual lives in an 
isolated rural village, he is entirely ignorant of or unrcccplive to 
Anglo medical practices. There is no Spanish-speaking person in 
the Southwest who has not had some contact with Anglo culture 
and, therefore, some opportunity to acquire part of it. Tlicrc arc 
few, if any, who never had or have entirely lost characteristics 
derived from the Mexican or Spanish-American cultural herit- 
ages. Any given individual will bear the stamp of both cultures in 
varying degree, depending on what his particular life experiences 
Iwvc been. The point can be illustrated if wc imagine a con- 
tinuum ranging from complete identification with Anglo culture 
at one pole to complete identification with Spanish-American or 
Mexican ailturc at the other. If it were possible to ascertain with 
some precision the exact degree of participation in one or another 
of the cultures of each Spanish-speaking person in the Southwest, 
and if wc should then plot separately on our continuum the place 
of cver>' urban and rural Spanish-spc.aking indi%’idu3l, the result 
would probably l>e tliai presented in the cliart on p.igc 207. 
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No Spanish-speaking people would be found at either pole, but 
some would be very close to one or the other. Many urban 
dwellers would be closer to the “Mexican” cultural pole than 
many of the rural people; many living in rural areas would be 
closer to the Anglo cultural pole than some who live in cities. A 
higher proportion of urbanites than of rural people would be 
found on the Anglo half of the continuum; a majority of the rural 
Spanish-speaking probably would be located somewhat to the 
right of the center line. In general, then, it can be anticipated that 
urban Spanish-speaking people will be more familiar with an 
accepting of Anglo ways than will rural Spanish-speaking peop e. 
But since a given individual from either group may belong any- 
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IMPORTANCE OF ANOLO AND JPANBM-AMEIUCAN OR MEXICAN CULTURAL TRAm 


Where on the continuum, it is necessary to know something about 
his background before anything can be assumed about his par- 


ticular characteristics. . j 

Speaking generally, questions such as the o , 

be answered before any conclusions could be reached about Ae 
particular cultural characteristics of a given 
individual and. therefore, about Ae kinds of moAficanon which 
might be necessary to make Anglo 

To what extent has he had opportunities to te influenced by 

Anglo or “Mexican” cultural heritages? Where he born^ 

Where has he lived? With whom did he hve. parUcuiarly g 

the early years of his childhood? To 'vhat extent have 

ences bLn in urban or rural settings? What is the 

status of his famUy? To what degree have the 

relationships been continued? What have been his unique indi- 
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vidual experiences? \Vhat acceptance or rejection has he received 
from Anglos? It can probably be safely assumed that any given 
Spanish-speaking individual will have had a degree of participa- 
tion in some aspect of “Mexican” culture, some exposure to folk 
culture, urban industrial culture, or both; extensive participation 
in the activities and relationships of one or more family groups; 
and some experiences which in their totality are unique to him. 
The way he behaves in a given situation is in part a function of 
his background in each of these areas of experience and, if his 
behavior is to be satisfactorily predicted, understood, adjusted 
to, or controlled, a knowledge of his life history is necessary. 

This is not to suggest that a detailed life history analj’sis need be 
made of every’ Spanish-speaking person who presents himself for 
medical care or becomes a client or patient of an Anglo medical 
program. In most cases no information beyond that routinely 
gathered in registering people for services or taking a medical 
history is needed. In such easily observable or elicited informa- 
tion as place of birth, places of residence, present address, years 
of schooling, occupation, ability to use English, religious prefer- 
ence, and family relationships can be found dues that will give 
die discerning person a good deal of insight into the probable 
degree of acculturation. It is not more information that is needed, 
but a greater sensitivity to the implications of information now 
routinely gathered, if medical and health services and facilities arc 
to be made available to Spanish-speaking people in such a form 
that they can be readily understood and accepted. Two men may 
have been bom on the same day, may have the same name and 
tlic same disc.'isc or disability. Phy’siologically they may respond 
in the same way to a given kind of therapy . But if one was born in 
Mexico, lived in a small village until he was sixteen years of age, 
speaks almost no English, had two years of formal education, h.as 
been a migrant agricultural worker nil his life, and ustwlly treats 
hintself or relics on a r.rJsca when he is ill, and the otlier nas !x5rn 
in a ho*pital in Austin, h.as Hvxd all hts life in a middic-cl.iii 
neighborhood in the city of his birth, is a gradu-atc of the Uni- 
vtrsiiy of Texas and a practicing lawy cf, the circumstances under 
which ntedical care is ofTcred to eacl» may be tmporunt. 
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If Anglo medicine is to serve effectively urban Spanish- 
speaking populations, those giving the service need to have some 
awareness of the range, extent, and implications for behavior of 
possible cultural differences, and of the desirability of making 
modifications in their programs to allow for such differences. 
This point can be illustrated with the experience of a visiting 
nurse who had in her district a Spanish-American woman having 
but little formal education and a low income. The woman 
together with her four children, all under school age, lived in the 
basement of a building located just across the street from a hous- 
ing project in which a well-baby clinic was held. None of the 
children had been immunized, and the nurse was eager to have 
all of them receive routine immunizations and the baby seen 
regularly at the clinic. She had talked to the mother a number of 
times about the necessity for immunizations and for regular ex- 
aminations of the baby and had found her at least verbally 
receptive to the idea. One morning she notified the mother that 
the weekly clinic would be held the following day at ten and that 
the children should be taken there. The woman said she and the 
children would be on hand. 

Around noon on the clinic day the nurse stopped by to see the 
children. They were fine, playing in the street and alley as usual, 
and had obviously not been to the clinic. Disappointed, the nurse 
hurried in to ask the mother why. The excuse was not very good. 
She had intended to go, but by the time she had completed her 
morning housework it was too late to get the children ready. The 
nurse again went over the reasons for immunization, assured 
the mother that she would be well received at the clinic, and 
extracted a promise that she would take the children the follow- 
ing week. Again the nurse called at the home late on clinic 
day and found that no one had gone. This time the excuse was 
even more feeble. The mother had forgotten. T%vice more the 
experience was repeated, and still the children remamed 
unimmunized. Each time the excuse was ^veak; each time the 
nurse upbraided the mother for her failure; each time the once 
friendly relations between nurse and mother became a little 
more strained. 
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At the end of a month the nurse was ready to give up. She had 
spent a great deal of time on the family without getting any 
results, except a gradual deterioration of her relationship with the 
mother. She was convinced that the mother was ignorant, stupid, 
and irresponsible. And she was almost ready to generalize her 
feelings about the mother to include all Spanish-Amcrican 
mothers, since she had had similar experiences with others. In 
discussing tlie matter at a staff conference she was asked ^vhy one 
day she had not gone an hour early, helped the mother get the 
children ready, and escorted them all to the clinic. Her reply was 
that she could not do that; that if she went to such lengths with 
one Spanish-Amcrican mother all would expect the same service 
and she would become nothing but a glorified taxi driver. It was 
obriously considered belter to stick to a certain established ap- 
proach, even though it got no results, than to modify the pro- 
cedure to an extent that was thought to be professionally unde- 
sirable, even though the change might have yielded easy and 
economical results. Half a dozen families might have been im- 
munized in the time spent on this one if tlic desired end had been 
kept clearly in sight and the procedure for reacliing it had been 
flexible. 

fmporfance of Family Rcfolionships 
One cultural trait of the Spanish-speaking people that is con- 
stantly undcrcvaluated by Anglo medical professionals in both 
rural and urb.'in areas is the strong family relationship and the 
extent to which family affairs take precedence over matters that 
Anglos consider more importanl.” One Spanish-Amcrican 
NN-oman, for c.x.ampfe, has a record of fiaWng left a tu6crcu/osis 
ward 8c^^n times against medical advice. Each time a minor 
family crisis s\-as inv-olvcd. Once she left because her brother s^-as 
coming up for trial in jusTnUc court; once Ijccausc her parents 
\s*erc in court charged wiili a traffic offeme; once because her 
parents lund Ixrn c^-icted from their home; once !>cc.nuse she 
wanted to sec one of her cliildrcn on his Inrtliday. In t!;c rillagc 
cultural pattern such a sense of responsibility tm^-ard other family 
Kwrmbers Is not unusual; cam among Anglos c^-cnts of this nature 
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normally call for some rallying of the family group. But this 
woman is regarded as a problem by the staff of the hospital where 
she is being treated, and her chart records her as a “submissive, 
immature, dependent person who cannot separate from her fam- 
ily because she has such a need of acceptance by them.” Thus, 
behavior which would be regarded as normal, if not socially 
obligatory, among the Spanish-speaking is defined from the 
Anglo point of view as pathological; and the woman who is be- 
having as she thinks a dutiful daughter, sister, and mother prop- 
erly should is a source of exasperation to the staff that are 
treating her. 

Another instance is that of a Spanish-American woman who 
was injured in an automobile accident and was confined to a 
hospital with two broken bones. After a few days she and her 
husband decided that she should go home. Physicians argued 
that the woman needed to be in traction if the bones were to heal 
properly and that she also required specialized care that could 
not be given in the home. The argument made no impression on 
cither husband or wife. The husband was slightly perturbed when 
he learned that the traction equipment could not be borrowed, 
but still stood his ground. The physicians angrily gave in and sent 
the woman out — without a cast — saying that she and her husband 
were stupid and there was no sense in trying to help her. A social 
worker asked for a visiting nurse referral, which the doctors re- 
fused to make because they felt it would do no good. A better 
understanding of what the family relationship meant in this case 
might have led the physicians in charge to compromise wth their 
feeling that the woman required hospital care, while at the same 
time assuring that some kind of professional supervision, however 
inadequate from their point of view, could be available in her 
home. 

That recognition of the importance of fanuly relaUonship can 
sometimes lead to better physician-patient relationships was illus- 
trated in the handling of an elderly Spanish-American \voman 
who was being treated for cancer of the uterus. The ^wman, a 
member of a religious group that accepts faith healing, was 
reluctant to submit to hospit^ treatment and was persuaded to 
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do SO only by the insistence of her family. Early in the course of 
therapy, her grandson died suddenly, and she asked permission 
to attend the funeral. Her son, the father of the dead child, also 
indicated that he felt it important that she attend. In spite of 
their feeling that the funeral was not so important as the treat- 
ment, the physicians took out their radium implants and released 
the patient for a day. She went to the funeral and returned after- 
ward for a continuation of her therapy. It is not possible to say 
definitely how she might have behaved had permission to go to 
the funeral been withheld. But it can be safely presumed that she 
might have gone without permission and that she might not have 
returned. Although the woman remains somewhat skeptical of 
the cfiicacy of medical treatment, both she and her son think the 
doctors arc persons of fairness and understanding and are prob- 
ably more willing to cooperate in her future care than they 
olhenvisc might be. 

Importance of a Oependenf Refationshtp 
Another trait of the Spanish-speaking group that is not always 
understood by Anglos working in medicine is tlic tendency 
toward dependency. The Anglo ideal, as has been previously 
noted, is that of independence, and any tendency for an able- 
bodied adult to be dependent, cither materially or psychologi- 
cally, is likely to be regarded as potentially pathological. In the 
cultures of the Spanish-speaking people, however, there is a tradi- 
tion of dependence and a correlative lack of any emphasis on the 
necessity for independence, which, to some extent, arc carried 
over into the Anglo urban situation. A preference for independ- 
ence of thought and action, like any other value, has to be learned. 
Tlie Spanish-speaking villager who comes into the Anglo urban 
environment cannot be expected immediately to shed his cultural 
wa>*s and take on tliosc of the city. Tlicre must be time to learn 
the new waj'S, but time alone will not assure that they arc learned. 
Tlierc must ol<o be Interaction with Anglos to bring the nesv waj’S 
to attention and demonstrate that thr>’ arc useful in adjusting to 
life in an Anglo urban setting. If these intcracti\-c situations arc 
to result in the Sp.ini3h-5pcaking persons’ learning and accepting 
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Anglo ways and values, the Anglos who participate in them must 
be patient, understanding, and helpful. It is not enough to point 
out a pattern of behavior and say, in effect, “This is the way to do 
this; do it this way and you will be rewarded.” There must also be 
some efforts designed to teach how to do it and to develop a de- 
sire that it be done. Specifically, if Spanish-speaking people are to 
learn Anglo \vays of promoting health and relieving or curing ill- 
ness, some degree of dependency may have to be permitted and 
possibly even encouraged. In the case described above, the fear of 
the visiting nurse that she might encourage too much dependence 
resulted in her wasting dme and in the mother’s learning nothing 
about Anglo medicine except that the nurse thought immuniza- 
tions a good thing. Had she taken the woman and her children to 
the clinic, the nurse might have made the mother somewhat de- 
pendent on her— which might not have been a bad thing for the 
course of their future relationship— but she would also have ob- 
tained the positive goal of getting the children immunized, and 
would have “broken the ice” for the woman at the clinic and 
allayed any fears the mother might have had concerning the 
clinic process or her reception by the Anglo strangers in charge. 

Imporfance of Help in Decision-Making 
In dealing with Spanish-speaking people who are in the early 
stages of acculturation, Anglo physicians, nurses, and social work- 
ers should be prepared to make more decisions and take more 
initiative than they would with a similar group of Anglos. It is 
not enough to present the Spanish-speaking person with a set of 
alternatives and point out a course of action, because his choice 
between the alternatives and judgment about the action may be 
determined by considerations that are either largely outside the 
Anglo cultural pattern or not highly valued in it. To illustrate: 
a southwestern hospital has trouble in getting donations of blood 
from relatives to replace that given to Spanish-speaking patients. 
Two types of appeal are made. One is a mimeographed form, 
printed in English, briefly stating in somewhat abstract terms the 
need for blood, the fact that it can be obtained only from human 
beings, and the moral obligation of family members to replace 
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that used for their relatives. The other is a verbal request made 
by the physician in charge of the patient. In both, the relative is 
asked to present himself at another building between certain 
hours on an unspecified future date. With the exception of three 
evenings when the blood bank is open until eight o’clock, the 
hours are those in which people with jobs cannot conveniently 
come. No explanation is routinely made about the process of 
drawing blood. It may be said in a verbal appeal that it is not 
painful, but no particular attempt is made to point out that the 
procedure is not harmful to the donor. Not many Spanish- 
speaking people respond. More might, however, if the requests 
were better adapted to their cultural and subcultural patterns of 
belief and behavior. The printed appeal could be made available 
in Spanish as well as English. The content could be simplified and 
made as concrete and specific as possible. Little reliance, how- 
ever, should be placed on the written appeal, since reading, as a 
way of acquiring information, is of relatively less importance in 
the culture of the Spanish-speaking than in that of the Anglo. 

The verbal request, InsofW as possible, should be made per- 
sonal, stressing not merely that relatives ought to give blood but 
that the particular relative is expected to give blood and that, in 
so doing, he will be rendering a favor to the physician as well as 
helping a family member. Tlic fact that the blood-letting pro- 
cedure is simple and painless should be stressed. The e.xact pro- 
cedure should be described, and it should be carefully empha- 
sized that no harmful cffecls follow. Blood is regarded as a 
powerful, mysterious, and frightening substance by many laymen. 
The sight or even mention of it can often produce such undesir- 
able reactions as fear, weakness, faintness, or >vithdrawal. In the 
cultures of the Spanish-speaking people it sometimes has special 
meanings. Tlic taking of blood for any purpose may be regarded 
as a potentially dangerous procedure. Among males loss of blood 
is thought to be related to a reduction in sexual potency’; uith- 
drawal of any quantity, no matter how small, b considered cer- 
tain to lead to loss or diminution of one’s machismo. A clear, simple 
explanation of the fact that blood-giring is not harmful is there- 
fore essential. Appointments should not be made for a future date, 
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nor the prospective donor left with the notion that he should 
come in whenever convenient. If possible, agreement to give 
blood should be obtained during the original visit, and the donor 
should immediately be accompanied to the blood bank and as- 
sisted in making the necessary arrangements. If technically feasi- 
ble, the blood should be taken then. If not, an appointment should 
be made at a time convenient for the donor, and soon, preferably 
on his next visit to his sick relative. It may again be desirable for 
someone to escort him to the blood bank, although if the first 
experience has been pleasant, this may not be necessary. Even 
though such a procedure would require special initiative and 
effort, it might result in blood donations — which is the primary 
aim of the program — and at the same time strengthen the rela- 
tionship and understanding between Spam'sh-speaking donors 
and Anglo health personnel. 


SUGGESTIONS FOR WORKING WITH SPANISH-SPEAKING PEOPLE 

Although there is no formula that will serve as an infallible 
guide to Anglos in their professional medical relations with 
Spanish-speaking people, a few suggestions can be made as a 
summary and slight extension of the point of view which has been 
presented. Most of these apply equally well to relationships with 
Anglos, which suggests that perhaps what constitutes good medi- 
cal service to one group might also prove to be good for another. 

I . Health personnel should resist the temptation to equate cul- 
tural or subcultural differences in behavior with ignorance or lack 
of intelligence. People may be relatively ignorant in the sense that 
they do not know the same things we do, but it is unlikely that 
many are either completely or largely lacking in “knowledge” of 
disease and its treatment. Certainly, not many Spanish-speaking 
people are so lacking. Depending on their background, they may 
have different ideas of what should be done to diagnose and treat 
a given illness, but that is not the same as having no ideas. Intelli- 
gence defined operationally is the use of judgment in the selection 
and application of knowl^ge in adjusting to situadons. Before 
anything can be said about the quality of judgment, hoAVcver, 
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account must be taken of what knowledge was available and how 
the situation was defined. 

The term “intelligent” is one that is frequently used by persons 
in the field of medicine. Nearly everyone wlio has associated with 
physicians, nurses, public health workers, and members of other 
professional groups is aware of the extent to which judgments of 
intelligence or its lack are made. “She is not very intelligent,” 
“he is moderately intclUgcnt,” “she seems quite intelligent,” and 
similar statements arc frequently heard. What is often meant by 
these evaluations is that he or she did or did not behave in the 
particular situation as the speaker would have done. It is un- 
doubtedly comforting to place the blame for failure to achieve 
rapport on the mental shortcomings of the other person, but to 
do so is to block rather than open the way to improvement in the 
relationship. If what seems to be unintelligent action can be ex- 
amined with an eye to learning wliat knowledge was available to 
the actor and how he viewed the situation In which he was be- 
having, the action may come to seem intelligent and ways may 
be found to change it so that it begins to appear intelligent even 
from a professional point of view. 

2 . Since Spanish-speaking people, to a somcsvhat greater ex- 
tent than Anglos in comparable situations, may be expected to 
feel uneasiness, anxiety, or fear in the medical situation, profes- 
sional personnel need to be alert to signs of tension and prepared 
to take positive steps to relieve it. Additional patience, gentleness, 
and consideration may be indicated in some instances, as may be 
the need for clear and complete explanations of procedures, 
equipment, and other aspects of the medical routine that m.iy be 
unfamiliar to lajTucn. Additional time for establishing a relation- 
ship and for interpreting his condition to the patient m.iy be re- 
quired. Access to variotis categories of personnel should l>c simple 
and cas>’; care must be taken that directions arc clear and well 
understood; when it is nece55ar>* to route a patient from one 
person to another, it rruy lx: desirable to accomp.tny him until 
the new contact is made. Tliosc unfamiliar with iastitution.il rou- 
tines and with the limits of interest and competence imposed b)' a 
high degree of professional specialization do not ahvn)*s under- 
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Stand why all aspects of their problem cannot be handled by a 
single person. They may come to feel, because they are asked to 
go from one person to another, frequently with some delay or the 
necessity for repeating information already given, that no one is 
interested in them or taking care of their needs. In some institu- 
tional programs in which no one person is responsible for all 
aspects of the patient’s problem, sometimes no one, including the 
patient, is aware of all that is being done by the institution to 
handle his difficulty. When this occure, there is always the possi- 
bility that aspects of the problem may be missed, that the patient 
may be baffled by his inability to see the relationship between the 
various services that are being given him, and that faulty or in- 
complete communication between specialists may lead to some- 
thing less than the optimum care being given. As indicated above. 
Spanish-speaking people are more likely than Anglos to prefer 
and need a personal element in their relationships with clinic and 
hospital staffs. In the segmented, institutional situation this need 
is not routinely met. It is ncccssaiy*, then, if the Spanish-speaking 
patient is to be made as comfortable as possible, that those work- 
ing with him be aware of tliis need and so structure their relation- 
ships that it can to some extent be satisfied. 

3. Gaps in communication arc more likely to occur when 
working with Spanish-speaking patients than with Anglos under 
comparable conditions. These may result from a lack of ability to 
speak or understand English well, from differences in educational 
levels, from differing cultural orientations, from the use of techni- 
cal language, or from differences in familiarity with the particular 
kind of medical situation. Tlic personality pattern of many 
Spanish-speaking people is such that often they will not \‘olun- 
tarily call attention to areas of misunderstanding. Rather, they 
arc likely to agree to what is asked of them, to respond to Ic.nding 
questions in the way they think the ph>*sician or other worker 
would like them ans^^rred, and to reply in the affirmative when 
asked if they understand, even though ihc>‘ do not. Particularly 
when working with older people, niral people, penoni with 
relatively UtUc fomul education, recent migrants from Mexico, 
and others who may not be expected to liasT a slro.ng under- 
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account must be taken of what knowledge was available and how 
the situation was defined. 


The term “intelligent” is one that is frequently used by persons 
in the field of medicine. Nearly everyone who has associated with 
physicians, nurses, public health workers, and members of other 
professional groups is aware of the extent to which judgments of 
intelligence or its lack are made. “She is not very intelligent,” 
he is moderately intelligent,” “she seems quite intelligent,” and 
similar statements are frequently heard. What is often meant by 
these evaluations is that he or she did or did not behave in the 
particular situation as the speaker would have done. It is un- 
doubtedly comforting to place the blame for failure to achieve 


rapport on the mental shortcomings of the other person, but to 
do so IS to block rather than open the way to improvement in the 
relatiomhjp. If what seems to be unintelligent action can be ex- 
amined with an eye to learning what knowledge was available to 
the actor and how he viewed the situation in which he was be- 
amg, t e action may come to seem intelligent and ways may 
r ^ angc it so that it begins to appear intelligent even 

irom a professional point of view. 

t^nt people, to a somewhat greater ex- 

f , ^ comparable situations, may be expected to 

*** medical situation, profes- 
siond personnel need to be alert to signs of tension and prepared 

it. Additional patience, gentleness, 
the may be indicated in some instances, as may be 

cQuinmpn»°^ complete explanations of procedures, 

f that may be 

shin and fnr° ^^^"'.'^^'^hional time for establishing a relation- 
Quired condition to the patient may be re- 

and easv ° various categories of personnel should be simple 

^ ^'^^tions are clear and well 

^°ute a patient from one 
thcnewrnnt^pt^*'’ desirable to accompany him until 

tines and w'th unfamiliar with institutional rou- 

hich dpfn- * r ^ competence imposed by a 

h.gh degree of professional speriaUzation do not always und^- 
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Stand why all aspects of their problem cannot be handled by a 
single person. They may come to feel, because they are asked to 
go from one person to another, frequently with some delay or the 
necessity for repeating information already given, that no one is 
interested in them or taking care of their needs. In some institu- 
tional programs in which no one person is responsible for ail 
aspects of the patient’s problem, sometimes no one, including the 
patient, is aware of all that is being- done by the institution to 
handle his difficulty. When this occurs, there is alwaj^ the possi- 
bility that aspects of the problem may be missed, that the patient 
may be baffled by his inability to see the relationship between the 
various services that are being given him, and that faulty or in- 
complete communication between specialists may lead to some- 
thing less than the optimum care being given. As indicated above, 
Spanish-speaking people are more likely than Anglos to prefer 
and need a personal element in their relationships with clinic and 
hospital staffs. In the segmented, institutional situation this need 
is not routinely met. It is necessary, then, if the Spanish-speaking 
patient is to be made as comfortable as possible, that those work- 
ing with him be aware of this need and so structure their relation- 
ships that it can to some extent be satisfied. 

3. Gaps in communication are more likely to occur when 
working with Spanish-speaking patients than with Anglos under 
comparable conditions. These may result from a lack of ability to 
speak or understand English well, from differences in educational 
levels, from differing cultural orientations, from the use of techni- 
cal language, or from differences in familiarity with the particular 
kind of medical situation. The personality pattern of many 
Spanish-speaking people is such that often they will not volun- 
tarily call attention to areas of misunderstanding. Rather, they 
are likely to agree to what is asked of them, to respond to leading 
questions in the way they think the physician or other worker 
would like them answered, and to reply in the affirmative %vhcn 
asked if they understand, even though they do not. Particularly 
when working with older people, rural people, persons with 
relatively little formal education, recent migrants from Mexico, 
and others who may not be expected to have a strong under- 
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standing of Anglo ways, too many precautions cannot be taken to 
assure that both patient and staff member fully understand each 
other. In eliciting information leading questions should be 
avoided as much as possible and the questioner should be alert to 
the possibility that the patient may at times, in an effort to please, 
improvise the details which he cannot remember but about which 
the questioner seems eager to be informed. In giving information 
to patients, care should be taken to make the language simple and 
to avoid concepts that might be unfamiliar. Speaking slowly and 
enunciating clearly will be helpful. Contrary to the belief of 
some, content that is difficult to grasp because of unfamiliarity 
with the language or the concepts used does not become more 
comprehensible with an increase of volume. Hence, except in 
those cases where there is a definite hearing difficulty, raising the 
voice beyond the volume required for normal conversation does 
not result in any effective increase of communication. 

4. Since Spanish«speaking persons, particularly older persons 
and those wi^ relatively little familiarity with Anglo culture, are 
likely to be more sensitive to violations of modesty than Anglos, 
special precautions should be taken in making physical examina- 
tions or in discussing bodily organs and functions. As Hawley and 
Senter have pointed out,^’ the concept of modesty is learned early. 
Except for very small children, individuals rarely see others un- 
dressed, even those of the same sex, and even where families live 
under very crowded circumstances, care is taken to assure the 
individual some measure of privacy when donning, removing, or 
changing his clothes. Discussions of bodily functions are embar- 
rassing, particularly if a third person is present. Such observations 
would seem to indicate the dcrirability of carefully explaining to 
Spanish-speaking patients the procedure to be followed in a phys- 
ical examination and the need for undertaking it; of having ex- 
aminations of females made by women whenever possible; of 
exposing the patient as little as possible during the examination; 
of avoiding long waiting periods in even a partially unclothed 
state; and of having the minimum number of persons present 
during an examination. Observations and discussion of the 
human body is a commonplace and routine task to Anglo phyri- 
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dans and nurses, but to the Spanish-speaking patient who is being 
examined, the experience may be uncomfortable, if not actualJy 
traumadc, unless precautions arc taken to minimize any viola- 
tions of his or her notions of modesty. Information about bodily 
functions or instructions involving them should be obtained or 
given in conversations involving only the patient and a single pro- 
fessional worker, preferably of the same sex. Care may also be 
needed to assure that technical terms for organs or functions are 
understood, particularly if the patient is likely to have heard only 
the more common words. 

5. A knowledge of the folk medical notions of Spanish-speaking 
patients could be an invaluable resource for an Anglo physician, 
nurse, or social worker. Such a knowledge should make him 
aware of the areas where the conceptualizations of the patient 
about a given disease or its cure might differ significantly from his 
and should provide him with some guides as to how his ideas 
might be made meaningful to the patient. Also there is much in 
the'folk medical knowledge that can be utilized to obtain the co- 
operation of patients in some procedures which, when presented 
in Anglo terms, are not accepted. A simple illustration is that 
given by Foster.*® A physician who wanted a baby he was treating 
for diarrhea to have boiled water prescribed a weak tea made 
with an herb that was already familiar to the motlier. A request 
to boil the water the baby drank would not have tapped any store 
of knowledge the mother had concerning tlie proper procedure to 
use in treating illness; a request that the baby be given tea made 
sense and her cooperation was easy to obtain. The physician got 
what he wanted, sterile water for the baby; in addition, he 
strengthened the relationship between himself and the mother 
because he prescribed a rem^y that she already knew was good. 

The problem of the physician is to enlist the cooperation of the 
patient and his family in the course of prescribed treatment. It 
can be more easily obtained if the physician knows the remedies 
and practices which the layman already uses. This is not to imply 
that the physician should make a specialized study of folk medi- 
cine or that he should accept the \ralidity of any folk remedy or 
practice. All that is required is that he be aware of the fact that 
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patients both know and evaluate the relative merits of a variety of 
procedures and remedies for treating sick people, that for a given 
patient or category of patients he be careful to avoid violating 
their notions of what constitutes proper treatment and, insofar as 
he can do so \vithout compromising Ins own professional knowl- 
edge, that he utilize their knowledge and preferences,^^ This 
demands a flexibility of approach that is not always easy for one 
who has undergone rigid scientific training and who is likely to be 
somewhat disposed, therefore, to see things in clear-cut terms and 
to be averse to allowing any but the strictest of scientific consider- 
ations to influence his clinical judgments. But since it does not 
always make a difference to the physician whether the patient 
drinks boiled water or weak tea, or whether a medicine is taken 
three times a day or four, or whether the patient wears a copper 
loop above his aching joint, or whether vitamin C is obtained 
from chile or oranges, it can perhaps be argued that such flexi- 
bility may sometimes gain more in increased understanding and 
cooperation by the patient than is lost in departing from strictly 
orthodox procedure. 

6. In dealing with Spanish-speaking patients it may prove 
tvise not to expect rigid adherence to time schedules. Clinical and 
public health personnel should not be surprised if an appoint- 
ment that has been scheduled for several weeks is not kept, or if 
what seems to them the weakest of excuses or none at all is offered 
when the patient finally appears. Long-in-the-future appoint- 
ments should be avoided or, if necessary, should include provision 
for jogging the memory of the patient at the latest convenient 
time. Family affairs and other “trivial” considerations may some- 
times be expected to take precedence over medical appointments. 
When this occurs, it may be helpful to remember that routine 
medical appointments are likely to be considered less important 
by the Spanish-speaking patient than by the Anglo practitioner 
or staff and family affairs more important than Anglos usually 
consider them. In prescribing medicines, it may be adwsablc to 
specify that they be taken at mealtime or before going to bed 
rather than at an arbilrar>’ hour like tvk-o o’clock or at indefinite 
intervals like four times a day. The clock is a much less noticed 
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piece of equipment in Spanish-speaking patients’ homes than in 
professional offices, and one can easily “forget” to \%-atch for the 
proper time to take his pill. 

In speaking of time, mention perhaps should be made of the 
need of professional people to be a little more considerate of that 
of their patients. Phj-sicians arc busj' people and if their servaces 
are to be made av’ailable to the largest possible number of pa- 
tients, they cannot be expected to adjust their procedures to suit 
the com’enience of each patient. Neither can they be expected to 
work on a stop-watch schedule. But, in protecting their time, 
many phy’sicians, particularly those \\t>rking in institutional pro- 
grams, have set up routines that make it inconvenient, if not im- 
possible for some patients to obtain their servnccs. Clim’c hours 
are only infrequently so scheduled that people holding regular 
da^nime jobs can attend without loss of time from their work. 
Frequently large numbers of patients are asked to appear at the 
same hour, the result that many of them have to wait ex- 
cessively for service. Mothers of large families are given appoint- 
ments at hours when their husbands are not available to look 
after the children, so that considerable labor and e.vpense is some- 
times required to get the children ready and transport them to 
the office or clinic v>iih her. Much inconvenience to patients 
might easily be avoided if there were wider recognition of the 
fact that time is important to patients as well as to professional 
people. 

7. In ordering treatment procedures special care should be 
taken to ascertain whether the patient can be expected to carry 
them out. Here, as in the case of other low-income people, factors 
of income and housing are important. There is not much point in 
prescribing plenty of fresh air for a patient who lives in two rooms 
with eleven other people, several of whom have a fear of night air. 
Nor is it realistic to expect a mother with, say, six children, four 
of xshom are under school age, to keep a seven-year-old rheu- 
matic fever patient on quiet bed rest for c.\tcnded periods in a 
four-room upstairs apartment. It docs not help much to work out 
a diet for a young diabetic boarding with an elderly Spanish- 
speaking couple, who recently moved in from a country village 
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and who follow their customary dietary pattern, unless some ad- 
ditional provision is made for getting him into an environment 
where the items of his diet can be obtained. In cases such as these, 
it is important to know not only the economic circumstances of 
the patient or his family but something of their cultural back- 
ground as well, in order to be certain that the course of treatment 
is acceptable to them and within their means. Babies of Spanish- 
speaking parents are not infrequently brought into southwestern 
hospitals with symptoms of severe malnutrition. They are put on 
a diet and given the care necessary to restore them to normal 
condition and then returned to the parents. Several months later 
they are brought back in the same condition. Such incidents, 
which happen over and over again, illustrate the need to take 
into account the limitations of understanding and means of pa- 
tients when giving them medical orders or advice. In the case of 
malnourished babies, a good part of the difficulty undoubtedly 
lies in the fact that, while it is the responsibility of the clinic or 
hospital to restore the infants to health when they are brought to 
attention, usually neither public health nurses nor social workers, 
nor anyone else has the responsibility of working closely with the 
parents to show them how, within the limitations of their re- 
sources, their living conditions, and their food habits and prefer- 
ences, they can provide an adequate diet for their children. 

Although it can be argued, as it has been here, that the provi- 
sion of good medical care for Spanish-speaking people in the 
Soutliwest requires some modification of the approaches and pro- 
cedures that have worked well in making medical care available 
to and accepted by a great many Anglos, it can also be said that 
in a sense the elements of good medicine are the same in all 
situations. Foremost among those elements is technical compe- 
tence, and for that there can be no substitute. The medical 
professional person — whether he is a general physician, nurse, 
social worker, radiologist, or other specialist— must know his 
field. But no amount of technical or professional training will 
enable Hm to be fully effective unless he also has a second sldll, 
that of competence in interpersonal relations. Here his compe- 
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tcnce may be intuitive or informed; it may have been uncon- 
sciously or deliberately acquired; it may have been formally or 
spontaneously developed. What matters is that he have it and 
use it in his professional relationships. 

As has been said, the practice of medicine is a social activity 
involving interaction between two or more persons, all of whom 
have been conditioned by their entire previous e^q^erience to re- 
spond to various kinds of situations in a great number of pat- 
terned ways. The professional person, no less than the layman, is 
in part a creation of his culture and his subculture and his be- 
havior, like that of his patients, is to a considerable degree cul- 
turally determined. He who recognizes this fact and understands 
some of its implications acquires thereby a flexibility that can be 
of considerable value in Ws relationships with both colleagues 
and patients. Understanding the degree to which his own beliefs 
and behavior arc derived from his cultural experiences, he is 
better able to understand the beliefs and behavior of others and 
to see, underlying the apparent whimsicalities of individual differ- 
ence, the vast areas of uniformity in human behavior that make 
organized group life possible. Understanding culture and the way 
in which it molds individuals, he gains an appreciation of the 
paradoxical fact that culture— or better, the group of people who 
are the bearers and transmitters of culture — is strongly resistant 
to change and is at the same time constantly changing. Thus, he 
is able to accept, without frustration or impatience, the slowness 
of change, and without dismay or fear, the inevitability of change. 
Understanding culture and knowing something of the variety of 
ways which cultural and subcultural groups have devised to cope 
with essentially similar events and conditions, he is able to de- 
velop a perspective from which to view both his own behavior 
and that of other people and to achieve some measure of objec- 
tivity about his own responses and those of others, insofar as these 
are seen to be culturally determined. Any member of the health 
team who is aware of the social component of his professional 
practices and relationships and who can adjust his approach and 
procedures to the social and psycholc^cal as well as the physio- 
logical requirements of his patients is certainly a more versatile 
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and probably a more effective practitioner than one who lacks 
such understanding and expects all the adjusting to be done by 
the patient. 

The people living in the 1400 block on Felicity Street in 
Arcadia, like those of a thousand comparable blocks in cities 
everywhere in the Southwest, and like the rural inhabitants of 
Taos, Costilla, and similar counties, need more and better med- 
ical care than they are now receiving. They do not always know 
what they need or how to go about getting it, but they would be a 
healthier, and possibly a happier, people if their needs were more 
adequately met. There are many correctable disabilities on 
Felicity Street, many acute and chronic conditions that require 
attention and treatment, many unexploited opportunities for the 
prevention of disease and for rehabilitating those who are dis- 
abled. Pedro Trevino’s hernia, the bowed legs of Ru^ Vigil, the 
dental caries of the other Vigil children, Simoneta Roybal’s 
goiter might all be remedied if medical care were available in a 
form that these people understood, would accept, and could 
afford. Eye examinations and possibly glasses for Arturo Rubio 
and Larry Trevino, immunizations for the Vigil and Gurule chil- 
dren, better nourishment for Josie Roybal, and intelligent and 
sympathetic guidance for Louis GuruIc might arrest or prevent 
conditions which could prove detrimental not only to these indi- 
viduals but to the entire community as well. Effective medical 
care would perhaps add a few years to Linda Trevino’s brief life 
e.\pectancy. It might prevent the spread of Maria Vigil’s tuber- 
culosis, relieve Rafael Gurule’s “rheumatism” and the arthritic 
pains of Enrique Rubio, and help Frank Gurule to understand 
and live with his epilepsy. The unmet medical needs of the resi- 
dents of Felicity Street arc not beyond the potential resources of 
Arcadia for meeting them. Personnel, facilities, and technical 
skills exist. The major stumbling blocks are two interrelated 
factors: the low economic level of most of the people on Felicity 
Street, which makes it impossible for them individually to pay the 
costs of medical service; and differences in cultural background 
between the Anglo population of Arcadia and the people of 
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Felicity Street, which prevent thdr making full use of the services 
and facilities available to them. 

On Felicity Street, as elsewhere in the Southwest, a t%vo-ivay 
adjustment is necessary to bridge the gap betiveen the medical 
problems of Spanish-speaking people and the medical resources 
of the areas and communities in which the>' live. Many Spanish- 
speaking people need more rapidly to acquire Anglo ivays of 
thinking and acting ivith respect to illness and health. For such 
acquisition the encouragement and assistance of both Anglos and 
the more highly acculturated members of the Spanish-speaking 
group are essential. Anglo medical professional people need to 
devise tvays to make their services, skills, and knoisiedge avail- 
able and acceptable to Spanish-speaking people of all levels of 
acculturation. Both kinds of adjustment have been and are being 
made in some areas. Keithcr kind has made much headway in 
others. In all areas, the greatest initiative for a time at least, 
have to be taken by Anglos. In the interest and effort of Anglos 
of many professions and particularly in the skills, knowledge, per- 
ceptivcness, and flexibility of medical personnel lie much of the 
opportunity and promise for improving health and minimizing 
the extent and effects of disease among la gtnlt de la raza. 
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Although attention in this book has been largely centered on 
a single population group, the Spanish-speaking people of the 
American Southwest, the point of view presented has implica- 
tions that go far beyond the needs and problems and relationships 
of any particular group. Scientific medicine in the form in which 
it is known and practiced in the United States and other centers 
of western civilization is, together with other elements of that 
civilization, being rapidly disseminated throughout the world, 
both through the unintended processes of cultural diffusion and 
through deliberate attempts to improve health conditions for the 
people of many countries. 

HEALTH SERVICES FOR MEDJCAUY UNDERDEVELOPED AREAS 
In many parts of the world, technical and professional experts, 
trained in North American and European centers, arc offering 
their services to people for whom they represent a considerable 
departure from traditional knowledge and practice. The World 
Health Organization has concerned itself with the health status 
and problems of people in many areas and has established in a 
number of countries centers for the provision of medical and 
health services and the training of local people.^ Technical aid 
missions have been sent out from the United States to such places 
as India and Burma and the alliplano of Ecuador and Peru to 
inaugurate programs of sanitation, public health, and medical 
care. Philanthropic foundations have brought people from remote 
areas to receive training in Avestem ways and have encouraged 
them to return to their own countries at the end of the training 
period to put into practice what they have learned. Medical mis- 
sionaries journey to “backward” areas to succor the bodies as %vcU 
936 
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as the souls of the inhabitants. Hospitals similar in design to those 
of New York or London or Paris have been set up deep in the 
jungle areas of the Congo. Rural health programs, patterned 
after those operating in parts of the Unit^ States, have been 
instituted in Egypt and Iran. Many international organizations, 
national governments, philanthropic institutions, religious organ- 
izations, professional societies, and private individuals are vigor- 
ously promoting activities designed to bring to bear the techm’cal 
knowledge and resources of western civilization on the health 
problems and needs of a variety of people. 

In some areas these new, intrusive programs contain much 
that is already familiar, and only slight modifications in tradi- 
tional beliefs and practices are necessary to fit them into the 
existing cultural pattern. For others the new undertakings are 
based upon concepts and include practices that would require for 
acceptance radical adjustments in their ways of thinking and act* 
ing and radical changes in long-established patterns of relation- 
ships. It is perhaps unfortunate that only occasionally in such 
programs has recognition been given to the fact that in the prac- 
tice of medicine or the development of public health programs 
social relationships and cultural patterns are of crucial im- 
portance.* 

In general, health programs for medically “underdeveloped’* 
areas are planned, organized, and carried out by persons trained 
almost exclusively in the biological and physical sciences. Such 
persons may and frequently do have profound knowledge of the 
human organism, of the phyrical environment that surrounds 
that organism, and of the reciprocal influences of the one upon 
the other. They are, in addition, highly competent technicians, 
havingat their command the latest and best technological knowl- 
edge and other resources for improving health and preventing, 
minimizing, curing, or alleviating disease. If the problems thc>' 
face were such that they could be confined to biological and phj-s- 
ical science levels, a high proportion of successful outcomes would 
be assured. But the problems cannot be so confined. In all pro- 
grams for "improving” health conditions and practices of people 
who arc culturally difTcrent from those doing the improving, one 
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inescapable and highly important variable is the human popula- 
tion itself. These populations arc more than simply aggregations 
of biological organisms that respond passively to manipulation as 
does a population of Drosophila in a laboratory. They are in every 
instance an organized social group with long-established rela- 
tionships and patterns of behavior. They have strongly held 
tastes and preferences and prejudices. They have techniques of 
their own and ideas about their worth or appropriateness relative 
to any others that may be introduced. They have customs that 
shape their behavior, and systems of values and beliefs that give 
meaning to that behavior. And they frequently have a way of 
stubbornly resisting change that can be very frustrating to per- 
sons who attempt to introduce new ways. 

Medical and public health practices involve much more than 
the application of knowledge and procedures derived from the 
biological and physical sciences to the problems of the adjust- 
ments of the human organism to its internal and external environ- 
ments. Such practices are inevitably intertwined and interlocking 
parts of larger systems of practice that have implications for and 
relations with all aspects of organized group life. In other cul- 
tures, as in ours, medicine is a major institutional complex made 
up of an intricately interrelated composite of practices, beliefs, 
values, rituals, symbols, ideologies, norms, and nonrational ele- 
ments. The medical practitioner who moves from one culture to 
work among the people of another takes with him not only his 
technical knowledge and skills but also enormous cultural bag- 
gage consisting of ideas, beliefs, preferences, attitudes, opinions, 
and judgments, all of which bear upon and influence his work. 
For the people to whom he goes» medicine is also an institution, 
comparable in complexity to that of his culture but composed of 
somewhat different elements. They, too, have technical knowl- 
edge and skills, supported by systems of belief and preference. 
They, too, have ideas, attitudes, and opinions about health and 
disease that may, but frequently do not, coincide with his. Thus, 
the extent of acceptance of the practitioner’s knowledge and 
skills is a function not only of the degree to which his ways can be 
demonstrated to be technically superior, but also of the degree to 
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which they fit or can be made to fit into the existing institutional 
patterns of belief and beha^or of the intruded social group.* 
Not only is medicine itself an institutional complex, but it also 
has ramifications that penetrate all the other institutions of a given 
society, while it, in turn, is influenced by them. In the United 
States, for example, governmental agencies specify who may or 
may not practice medicine and prohibit or regulate certain types 
of practice that physicians are technically qualified to carry on, 
such as abortion and the administration of narcotics. Organized 
religion has much to say about and much influence over some 
areas of medical practice, and certain religious groups go so far 
as to claim that religious faith is the only therapeutic technique 
their members need to use. Medical knowledge is transmitted 
through the processes and structures of formal education and it is 
by means of educational techniques and in educational situations 
that student physicians, nurses, social workers, and other per- 
sonnel in the health field acquire the subcultural characteristics 
of their profession. The organization of hospitals is influenced by 
our cultural notions concerning relations between the sexes as in 
the provision of separate wards for men and women patients, and 
the physical structure and internal arrangements of our medical 
buildings change from time to time in conformity with changing 
styles in architecture and new construction techniques. The prac- 
tice of medicine requires time and effort, equipment and supplies, 
and so it is necessarily interrelated with many aspects of our 
economy. Medicine so interpenetrates and is penetrated by all 
other areas of organized group life, that it is difficult to separate 
even conceptually. No medical act has meaning out of its cul- 
tural context, and a given act may have quite different meanings 
in different cultures. It is this dose idcmification of medicine wth 
the whole of culture that makes difficult the transplanting of 
medical techniques from one culture to another.* 

Cross-cultural medical and public health programs, to be cs’cn 
minimally effective and to have any assurance of continuance 
after the original impetus is withdrawn, must be integrated into 
the culture of the people they arc intended to benefit. Tins inte- 
gration may come about, at least partially, through tfjc cliancc 
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inescapable and highly important variable is the human popula- 
tion itself. These populations are more than simply aggregations 
of biological organisms that respond passively to manipulation as 
does a population of Drosophila in a laboratory. They are in every 
instance an organized social group with long-established rela- 
tionships and patterns of behavior. They have strongly held 
tastes and preferences and prejudices. They have techniques of 
their o\vn and ideas about their worth or appropriateness relative 
to any others that may be introduced. They have customs that 
shape their behavior, and systems of values and beliefs that give 
meaning to that behavior. And they frequently have a way of 
stubbornly resisting change that can be very frustrating to per- 
sons who attempt to introduce new ways. 

Medical and public health practices involve much more than 
the application of knowledge and procedures derived from the 
biological and physical sciences to the problems of the adjust- 
ments of the human organism to its internal and external environ- 
ments. Such practices are inevitably intertwined and interlocking 
parts of larger systems of practice that have implications for and 
relations with all aspects of organized group life. In other cul- 
tures, as in ours, medicine Is a major institutional complex made 
up of an intricately interrelated composite of practices, beliefs, 
values, rituals, symbols, ideologies, norms, and nonrational ele- 
ments. The medical practitioner who moves from one culture to 
work among the people of another takes with him not only his 
technical knowledge and skills but also enormous cultural bag- 
gage consisting of ideas, beliefs, preferences, attitudes, opinions, 
and judgments, all of which bear upon and influence his work, 
for the people Xo whom he goes, medicine is also an institution, 
comparable in complexity to that of his culture but composed of 
5omc\vhat difl'erent elements. Tlicy, too, have technical knowl- 
edge and skills, supported by systems of belief and preference. 
They, too, have ideas, attitudes, and opinions about health and 
disease that may, but frequently do not, coincide with his. Thus, 
the extent of acceptance of the practitioner’s knowledge and 
skills is a function not only of the degree to which his ways can be 
demonstrated to be technically superior, but also of tire degree to 
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which they fit or can be made to fit into the existing institutional 
patterns of belief and behavior of the intruded social group.* 
Not only is medicine itself an institutional complex, but it also 
has ramifications that penetrate all the other institutions of a given 
society, while it, in turn, is influenced by them. In the United 
States, for example, governmental agencies specify who may or 
may not practice medicine and prohibit or regulate certain types 
of practice that physicians arc technically qualified to carry on, 
such as abortion and the administration of narcotics. Organized 
religion has much to say about and much influence over some 
areas of medical practice, and certain religious groups go so far 
as to claim that religious faith is the only therapeutic technique 
their members need to use- Medical knowledge is transmitted 
through the processes and structiu'cs of formal education and it is 
by means of educational techniques and in educational situations 
that student physicians, nurses, sodal workers, and other per- 
sonnel in the health field acquire the subcultural characteristics 
of their profession. The organization of hospitals is influenced by 
our cultural notions concerning relations beuveen the sexes as in 
the provision of separate ^va^ds for men and women patients, and 
the physical structure and internal arrangements of our medical 
buildings change from time to time in conformity with changing 
styles In architecture and new construction techniques. The prac- 
tice of medicine requires time and effort, equipment and supplies, 
and so it is necessarily interrelated with many aspects of our 
economy. Medicine so interpenetrates and is penetrated by all 
other areas of organized group life, that it is difficult to separate 
even conceptually. No medical act has meaning out of its cul- 
tural context, and a pven act may have quite different meanings 
m different cultures. It is fins dose identification ol medicine with 
the whole of culture that makes difficult the transplanting of 
medical techniques from one culture to another.* 

Cross-cultural medical and public health programs, to be even 
minimally effective and to have any assurance of continuance 
after the original impetus is withdrasvn, must be integrated into 
the culture of the people they are intended to benefit. This inte- 
gration may come about, at least partially, through the chance 



230 CULTURAL DIFFERENCE AND MEDICAL CARE 

coincidence of elements in the medicine of the intrusive and in- 
vaded cultures. Such coincidence is not unusual where the two 
cultures are related through a common stream of influence such, 
for example, as that represented by western civilization. But this 
type of coincidence cannot be depended upon, particularly when 
the medicine of one culture is being introduced into another that 
derives from a quite dissimilar cultural source. In such instances, 
the necessary amalgamation can come about only through the 
slow, random, costly, and sometimes disruptive process of trial 
and error, or through the deliberate shaping of the intrusive pro- 
gram to adapt it to the culture into which it must fit. 

CONTRIBUTIONS OF THE SOCIAL SCIENCES TO 
MEDICAL PROGRAMS 

The processes of planning, organizing, and operating a medical 
program that attempts to bring the knowledge and skills of one 
culture to the service of the people of another call for considerable 
knowledge of the general concepts of culture and social organi- 
zation and of the particular culture for which the program is 
designed. They require also, if the program is to have anything 
more than a chance expectation of success, that those responsible 
for its planning, orgaruzation, and operation have some sys- 
tematic knowledge of their own culture and of the ways in which 
their thinldng and their behavior may be influenced by it. As 
Scudder Mekeel has said, “One must know oneself and the cul- 
ture of which one is a part before one can even begin to under- 
stand anyone else.” 

The disciplines from which such knowledge may be expected 
to come are the sodal sciences, particularly social psychology, 
sociology, and cultural anthropology. Each has taken as its 
province of special interest an area of human behavior, and all 
have extensive theoretical formulations, accumulations of factual 
information about many cultures including our o%vn, and one or 
more specialized frames of reference in terms of which workers in 
these disciplines perceive the objects of their study and order 
their findings. There is much in the theories, the knowledge, and 
the points of view of bcharioral scientists that could be highly 
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useful in the practical task of planning and carrying out medical 
programs for people of another culture. Until recently, however, 
very little use of social science has been made by those responsible 
for medical and health services, and even now such use is more 
exceptional than common. 

There are, broadly speaking, two ways in which social science 
knowledge and points of view can be made available to medical 
and related personnel. One is through the introduction of social 
science concepts, methods, and content into the curricula of 
schools of medicine, nursing, public health, and social work, or 
into the preprofessional preparation of students in such schools, 
so that training in this area could become a part of the regular 
professional educational program. The other is through the use of 
social scientists from the several disciplines as participants in the 
planning and operation of health and medical programs. An 
encouraging trend in the direction of both can be noted. 

Anthropologists and sociologists have had faculty rank in the 
Harvard and Pittsburgh Schools of Public Health and in the 
medical schools of Yale, Cornell, Washington University in St. 
Louis, State University of New York, University of North Caro- 
lina, and University of Colorado, to name only a few. In addition 
to the part-time employment of social scientists to teach sociology 
and psychology in many schook of nursing, at least three uni- 
versity schools have recently made provision for full-time social 
science consultants. Social scientists have worked or are working 
successfully with professional people in medicine or related dis- 
ciplines in such diversified settings as the World Health Organ- 
ization, the Nov York School of Social Work, Veterans Adminis- 
tration hospitals, the Family Health Maintenance Demonstration 
ofMonteBorc Hospital in New Yorkj the Langley Porter Clinic in 
San Francisco, the Boston Psychopathic Hospital, Chestnut 
Lodge Sanitarium, outside Washington, D. C., the Jewish Board 
of Guardians, the Menninger Foundation, the American Nurses’ 
Association, and the Pan American Sanitary Bureau, again to 
mention only examples that quickly come to mind. Consultants 
from social psychology, anthropology, and sociology were invited 
to the 1952 Conference of Professors of Preventive Medicine at 
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which the roles of the social sciences and humanities in profes- 
sional and preprofessional education were extensively discussed.^ 
Anthropology is scheduled to take its place along with anatomy, 
histology, and embryology as a subject-matter area in one of a 
series of Teaching Institutes planned by the Association of Amer- 
ican Medical Colleges.® 

Medical colleges are beginning to reexamine their entrance 
requirements and to pay at least lip service to the point of view 
that students should study social sciences and the humanities dur- 
ing their preprofessional training. The extensive and growing 
literature in the field of “comprehensive medicine” or “social 
medicine” gives indication of the vigor of the current trend and 
the directions in which events are moving.^ Already such coopera- 
tive efforts have demonstrated that close working relations be- 
tween medicine and social science can be as beneficial and stimu- 
lating to both as was the development of similar relations between 
medicine and the biological sdences fifty to seventy-five years 
ago. Enough effort has been expended also to demonstrate that it 
takes more than good will and noble intentions on both sides of 
the disciplinary fence to assure a functioning relationship. The 
professional in medicine and related fields, if he is to work with 
social scientists, needs to know something of social science — its 
preoccupations, its assumptions, its peculiar points of view, its 
aims and methods, its limitations, and its technical language. The 
social scientist, if he is to work with specialists in the field of 
medicine, needs to have comparable knowledge of medicine and 
of the underlying biological and physical sciences. Only when 
each is equipped with some understanding of the other’s area of 
professional competence can effective %voTking relations be de- 
veloped. Such a knowledge can, of course, be acquired in the 
tvorking relationship, but it is probably gained more easily, more 
certainly, and at less cost during the period of professional 
training.® 

While there is beginning to be considerable agreement that 
students in medicine and related fields ought to know something 
of the social sciences, there is less consensus about where, when, 
and under what circumstances such knowledge should be ac- 
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quircd. One point of view is that ideally students planning to go 
into medicine should concentrate on the social sciences and hu- 
manities during their preprofessional training period. Unfortu- 
nately, the present admission requirements for most medical 
schools and the assumptions made about the knowledge and 
skills students will bring to their first year of medical training arc 
such as to impose a serious handicap on the student who docs not 
devote himself to learning the rudiments of biological and physi- 
cal sciences during his first few college years. There is no reason, 
however, why preprofessional students, il properly stimulated by 
their undergraduate advisers or motivated by additional prereq- 
uisites for admission to medical schools, should not acquire dur- 
ing their first years in college a broad background in the social 
sciences and humanities as well as the general kno^vIcdgc of 
physics, chemistry, and biology necessary to cope with the medi- 
cal curriculum.* Some believe there should be a core curriculum 
strongly emphasizing the social sciences, which would be required 
for all students planning to enter any field of endeavor in which 
human beings arc the focus of professional concern. Others argue 
for the inclusion of social science materials in the various profes- 
sional curricula, but difier as to whether ideally they should be 
presented separately or integrated into the departmental ofTcrings 
of other disciplines.*® Hopeful, from the point of view of those who 
sec a need for the understanding of social science content and 
methods by people working in health and medicine, is the trend, 
mentioned above, for an increasing number of social scientists to 
join the full-time faculties of medical, nursing, and public health 
schools. Hopeful, too, arc the considerable study of and experi- 
mentation with waj's and means of fitting social science into the 
profcssfonal education of mcdianc and related ficfds fhar is notv' 
going on." 

BIASES OF THE “COMMON SENSE” APPROACH TO 
HUMAN BEHAVIOR 

Professional people who operate medical $cr>*icc pro^mnit for 
persons living in other countries or who, in tliclr own country, 
wx>rk with members of ctlmic minorities or social cJ.a« groupi on 
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a level different from their own have frequent opportunities to 
observe behaviors that differ, slightly or grossly, from those they 
\vould consider appropriate. In th^e circumstances, responses 
are sometimes oriented in terms of certain types of bias that result 
from reliance on a “common sense” approach to imderstanding 
human behavior which, if allowed to influence professional 
judgments or actions, can result in blocking or making more 
difficult the attainment of desirable professional goals. Specific 
mention and brief discussion of a few of the more prevalent of 
these biases may be useful here.** 

One such bias is that of assuming a universal human nature 
which presumably leads all normal people to respond in certain 
uniform ways in given situations. The prevalence of this bias is 
revealed in the frequency with which references to human nature 
are heard during discussions of either actual or potential be- 
haviors of individuals or groups.” Certainly one of the most 
ubiquitous of phrases is the oft-repeated “You can’t change hu- 
man nature.” The persistence of crime, war, poverty, willfulness, 
disease, and virtually any condition that meets with disapproval 
is ascribed to the operation— usually in others— of a fixed, innate 
nature which predisposes people to respond in certain ways to 
social situations. The great utility of this bias is that it can be used 
both to “explain” bcharior and to avoid explaining it, and that 
it can justify and validate almost any notion about behavdor that 
one wishes to hold. If some people are reluctant to accept the 
advice or the services of surgeons, it can be said that “it is human 
nature to be afraid of surgery” and surgeons thus be absolved 
from any necessity for modif^ng their approach to patients. If 
“it is human nature to want to be well,** there is no reason to 
adapt medical programs to fit the needs of different ethnic 
groups, since their nature will lead members of such groups to 
recognize superior medical technology and impel them to seek its 
services. If “it is human nature to want to get something for 
nothing,” then those giving medical services must be careful to 
keep their fees high or make access to their services difficult by 
some other means lest they be overwhelmed by demands for 
service from people who arc not “really” sick, but who are merely 
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seeking a medical bargain. Statements such as these illustrate the 
ways in which assumptions about human nature can be used, 
either consciously or unconsciously, to defend the status quo, sup- 
port invidious judgments about the behavior of groups and indi- 
viduals, and provide moral support for engaging in courses of 
action or inaction which could not be approved if rationalized 
under a different set of assumptions. 

What is wrong wth the notion of an innate, fixed human 
nature common to all people is that it is fiction. Rather than 
reacting in the same ^vay to the same influences, regardless of 
their individual or social experience, human groups have worked 
out innumerable patterns of response to the environmental 
stimuli which they receive. How any given individual will, in 
fact, behave In any given situation is determined in large part by 
his learned perceptions of the elements of that situation and their 
meanings, and his learned set of responses, from which he selects 
those that seem appropriate. His "nature” certainly cndo\« 
him with the capacity for learning and both makes possible and 
limits his learning and subsequent performance. Cut the par- 
ticular ways in which, within those limits, lie responds to situa- 
tions is largely a matter of cultural conditioning rather tlian 
genetic inheritance. 

A second type of misconception, that can sometimes be avoided 
or minimized by training in the social sciences, is the rationalistic 
bias. Most of us in this culture — and perhaps the medical profes- 
sion to a somewhat greater degree than Ia>men, because of their 
training in science and preoccupation with scientific concerns— 
commonly exaggerate the extent to which reason is a controlling 
and determining force in human behavior and minimize the 
influence of tastes, preferences, emotions, customs, cultural norms, 
and other nonrationa! bch.avior motivating and orienting forces. 
Man b assumed to be a thinking and reasoning .^nimal, conscious 
of and able to select and control the goals he is seeking and the 
means to acliicvc them. Hut although many of man’s tremendous 
accomplishments have come about because of his ability to use 
and apply reason, a relatively snwll amount of what any of us 
docs in a given day is motivated or given dirceiion b)' strictly 
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23® rations.'* It is not very accurate even to attempt 

rational con^ ^jgtween rational and nonrational behavior, since 
to or goals tovrard which “rational” activities are 

°d were not selected by any particular logical process and 
there are always nonrational elements that enter into the 
^^"ection of means for working toward these goals. 

rationalistic bias can lead medical men and women work- 
ing in cross-cultural situations to see their own behavior as being 
highly determined by rational considerations and that of persons 
from another culture, to the extent that it may differ from theirs, 


as resulting from irrationality, ignorance, or stupidity. Such a 
bias can obscure awareness of the fact that no given example of 
behawor can properly be judged as to its rationality unless the 
person making such a judgment knows the assumptions from 
' which the behavior proceeds, the knowledge available to the 
actor, and the goals toward which the behavior is directed. If, 
for example, health is assumed to be a positive state which can 
and should be maintained by positive measures, then immuniza- 
tion for the prevention of disease is a rational act and failure to be 
immunized when the opportunity offers may, in the absence of 
other considerations, be fairly deemed irrational. But if disease is 
considered to be the positive state and if it is thought to be caused 
by the magical intervention of other persons or the malevolence 
of supernatural spirits or forces, then immunization as we prac- 
tice it is, in the light of the assumptions, knowledge, and goals of 
the one holding tins view, an irrelevant act whose rejection is not 
unreasonable. 


People in medicine and related fields who work in cross- 
cultural situations will have many opportunities to observe be- 
havior that, from the point of view of their assumptions, knowl- 
edge, and goals, ^will seem irrational. In such instances, applica- 
tion of the rationalistic bias can result in wasted effort by mini- 
mizing or ignoring the importance of nonrational bases of be- 
havior and limiting attempts at remedying the situation to those 
designed to dispel ignorance or appeal to reasoning ability. The 
rationalistic bias, too, can lead to the classifying of many folk 
medical practices as superstition or ignorance, with the implica- 
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tion that lack of knowledge is all that prevents the followers of 
these ways from behaving in a "rational” manner. The danger 
here is that of overlooking the intricate and complex interrela- 
tionships of folk medical practices and beliefs and other elements 
of the culture, and of wasting much time and effort in the attempt 
to change behavior patterns at a point where they may be par- 
ticularly resistant to change. 

Another type of bias that may influence judgment in cross- 
cultural situations is that of ethnocentrism. Ethnocentrism is 
simply the universal tendency of human beings to think that 
their ways of thinking, acting, and believing are the only right, 
proper, and natural ones and to regard the beliefs and practices 
of other people, particularly if they differ greatly, as strange, 
bizarre, or unenlightened.** TTie tribesman who relishes a diet of 
slugs picked out of the crumbling wood of a rotting log would be 
likely, if he thought of it at all, to consider perverse, if not down- 
right nonhuman, the appetites of those of us who consume oat- 
meal. The Texan seated before Ws thick, red steak and the Hindu 
who looks upon the eatir^ of beef as a sacrilege are each likely to 
view the other as a sort of barbarian. Monogamous wives ponder 
the sad state of the polygamous wife who must share her husband 
with five other women, while Mrs. Polygamy pities the plight of 
Mrs. Monogamy, who has to put up wth a husband all by her- 
self. A midwestem housewife shudders delicately and wonders 
how anyone can be so callous as she reads in her ladies’ magazine 
about the parricidal practices of a tribal group and thinks how 
well off her own parents are rocking on the porch at the old folks’ 
home. The medical intern, with his white coat, his stethoscope, 
his horn-rimmed glasses, his hypodermic needle, and his specu- 
lum chuckles over a cartoon depicting an African ^vitch doctor 
\vith his various masks and fetishes. Ethnocentrism is a pervasive 
and insidious characteristic, and, because of the extent to which 
our cultural ways and values arc internalized in each of us, a very 
difficult one to avoid. 

In cross-cultural medical programs ethnocentrism is likely to 
operate from two directions. Unless they arc careful, medical per- 
sonnel may find themselves making invidious judgments about 
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people who impress them as being dirty, lazy, unambitious, 
promiscuous, ignorant, superstitious, and backward, while those 
being served by the program may have occasion to talk among 
themselves about the crazy foreigners who make a fetish of time, 
wear outlandish clothes, are compulsive about bathing, do 
women’s ^vork, and know nothing of the real causes of illness and 
disease. In such situations only limited cooperation between the 
native and intrusive groups can be expected. As the intrusive 
group, those providing medical and health services to people of 
another culture will have to take the initiative in avoiding and 
overconung the effects of ethnocentrism. They must be prepared 
to make some effort to understand the behavior and view'points 
of the people they are working among and to make some modifi- 
cation in professional practices in order to make them accept- 
able.^* That this is difficult to accomplish is pardy due to the 
operation of a fourth kind of bias, the tendency to equate scien- 
tific medicine with a particular kind of social organization. 

In our own culture physicians, nurses, medical social workers, 
and auxiliary medical personnel are trained mainly in urban 
areas and in institutions which, although differing in some de- 
tails, generally follow a sirmlar pattern \vith respect to physical 
surroundings, social and economic relationships, and equipment 
and supplies used. Aside from relatively unimportant differences 
in ph)'sical arrangements, differences in size of staff and of budget, 
and some very real differences in intellectual and emotional tone 
and esprit de corps, one medical school is much like another and 
each hospital and clinic tends in general to resemble all the 
others. Wffierever the student goes for his professional training, he 
finds medteme being taught and practiced in the same, farniliar 
social and physical environment, "nius, the classroom, the labora- 
tory, lire hospital, the ward, the clinic, specialization, private 
practice, the chart, the daily bath, the segregated nursery, the 
nurse, the orderly, the technician, the outpatient department, 
and all of the other social groups, physical objects, and patterns 
of organization come to seem essential parts of the practice of 
scientific medicine rather than what they are — more or less for- 
tuitous arrangements of cultural elements which in their totality 
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make up one institutional complex in one particular culture. 
These objects, persons, and arrangements facilitate the practice 
of medicine, but they are not ^ential to it. They aid the scien- 
tific process, but they are not necessary parts of that process. 

During his educational period and during the time in which 
the physician practices in the country of his training, the par- 
ticular social organization (including reciprocal expectations be- 
tween doctor and patient), technological aids, and patterns of 
physical arrangements of the culture in which he studies or works 
come to be taken for granted. They form a pervasive back- 
ground, a familiar environment that comes to seem right and 
natural and necessary for the kinds of activities in \vhich he 
engages. 

But the ph)^ician who goes to work in a cross-cultural program 
may, at the beginning of his work, find himself in a bewildering 
situation. The familiar backgroimd is gone. People behave differ- 
ently. The hospital does not exist. Dependable assistants are rare. 
New routines are required. New relationships must be estab- 
lished. Much of what was solid and natural and right is gone, and 
in its place are people who behave in unpredictable ways, physi- 
cal arrangements in which things are in the wrong places or 
entirely lacking, sind social arrangements that do violence to 
one’s sense of propriety. 

In such situations there are strong pressures for medical men 
and women to behave in one of two ways: to conclude that the 
new program is unworkable, that scientific medicine cannot be 
practiced under these conditions, and to give up the attempt; or 
to set about the task of reconstructing the situation in the image 
of the familiar environment of home. If the latter course is taken, 
equipment and supplies may be imported, routines set up, hos- 
pitals built and clinics organized and familiar types of personal 
and professional relations established. Regardless of the amount 
or type of such re-structuring of the medical situation, the ra- 
tionalization usually is that these arrangements are necessary for 
the giving of medical care or service. Underlying sucli rationali- 
zations is the genera! assumption that good or adequate health 
service or medical care can be given only under a certain type of 
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social organization which, on examination, frequently turns out 
to be a close approximation to the patterns %vith which the per- 
sons undertaking the program arc most familiar. 

The tendency to want to work under familiar conditioi^ is an 
understandable one which people in health and medicine share 
\vith practically everyone else. If not understood or controlled, 
however, it can result in importing techniques and arrangements 
unsultcd to the area in which a cross-cultural program is working 
and thus negate or hamper its operation. 

Still another type of bias that can sometimes influence the 
cfTcctivcncss of cross-cultural health or medical undertakings is 
that of assuming that the practice of medicine is a matter involv- 
ing only practitioner and patient, thus leaving out of considera- 
tion other elements in the social or physical environment that 
may be highly relevant to the therapeutic process or able to 
influence the context in which it occurs. In any community it 
can be safely assumed that there arc interests which will be 
threatened by any new programs and which can adversely affect 
them. Native practitioners frequently stand to lose status and 
economic advantages in direct proportion to the degree of ac- 
ceptance of the new project and thus may be expected, unless 
drawn into and given a part in it, to oppose it, cither openly or 
co\xrtly. \Vliat goes on in the intrusive program, particularly if 
it operates in a fairly small community, will be known, talked 
about, and judged by the entire community. Families of patients, 
friends, neighbors, or other interested persons may exercise a 
controlling influence which will determine whether or not a com- 
munity member subnuls himself for treatment and, if so, to what 
extent he will cooperate in the treatment process.*^ The medical 
worker in such a situation will need to look beyond the patient 
and his s>Tnptoms and to be aware of the extent to which the 
immcdi.nte medical or public hc.'ilth situation influences and Is in- 
fluenced either fa\'orabIy or adversely by many other elements in 
the social enwronment. 

A final bi.n that may be mentioned is the familiar one of con- 
centrating on disease and forgetting people.” There has been 
much discussion and ilicre is an extensive literature de\'ol«xi to 
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this point, but in spite of it students are still graduated from 
medical and related professional schools with a strong orientation 
toward disease or other “problems” and a relatively weak one 
toward people. Medical students, in particular, undergo a course 
of training in which disease and malfunctioning are the center of 
attention and in which there are relatively few opportunities for 
considering human behavior in a wider context. During the first 
year in traditionally organized schools their contacts are with 
dead people, who certainly represent the maximum in physio- 
logical malfunctioning and the minimum of social responsive- 
ness. In the second year they concentrate heavily on disease in its 
various manifestations. Only in the clinical years do they begin to 
work with patients. But the people they see are diseased, and the 
circumstances under which they are seen are such as to focus 
attention on the disease and away from any other characteristics 
they may have. Most of the contacts of medical students with 
patients occur in hospital or clinic, each of which is admirably 
designed to block out and make difficult the consideration of any- 
thing beyond the immediate or related disease conditions. The 
faculty, after whom the students pattern their own behavior, are 
largely preoccupied with learning and teaching about certain 
bodily systems or disease entities. 

The hospital patient is stripped of his clothing and other iden- 
tifying symbols, is separated from his normal associations and 
relationships, and is placed in a single status category, that of 
patient, which thereafter defines and determines all his rela- 
tionships to everyone in the hospital situation. Once in a hos- 
pital bed, the patient is so bereft of his group memberships and 
individual characteristics that there is little left to identify or 
distinguish him but his disease. He has a name still, but it might 
as well be a number, since its only function is to assure that he 
gets the intended medicines and treatments. There is some infor- 
mation about him on a chart, but only that which is thought to 
be immediately useful in understanding and managing the course 
of his disease. The only expressions of individuality permitted him 
arc those that can be identified as hasdng some relevance for his 
disease or its treatment and that can be talked about and recorded 
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as matters of professional interest. “His bo^vcls moved three 
times.” “He put one of the pills under his tongue and spit it out 
after I left.” “His fever came down very rapidly.” “He asked to 
sit up today.” Rarely, if ever, docs anyone ever note or mention 
that the patient quoted Wordsworth just before breakfast, or that 
he once won a six-day bicycle race, or that when he tvas nineteen 
he wanted to v^sit Tahiti, or that during the last campaign he 
shook hands with a candidate for the Vice-Presidency of the 
United States. Such details as these, if known at all, arc con- 
sidered inconsequential, since they have or appear to have no 
relevance to the disease, which is the sole excuse for doing any- 
thing with or for the patient. 

The ambulatory clinic patient fares a little better, in that he is 
permitted to pop in and out of the patient status and is thus some- 
what less detached from his other statuses and his individuality. 
But even with him the focus of attention is on the complaint that 
brought him to the clinic and little is learned about him that docs 
not directly or indirectly bear upon his illness. As in the case of 
tlic hospital patient, certain perfunctory and routine questions 
arc asked about his residence, his family, his job, and his income, 
but these arc only for the purpose of determining lus eligibility for 
service or of providing possible dues to some aspects of his present 
illness. In both clinic and hospital the student learns by precept 
and c.xamplc, if not through verbal c-xpression, that Uic interesting 
and important thing is the disease, and it is that point of view that 
he is likely to use in bis o^^’n professional practice and pass on to 
other students if subsequently he enters a teaching relationship. 

Tltcrc is no intent here to minimirc the importance of o thor- 
ough knowledge of both the healthy and diseased organism. 
Training in the biological sciences has been and must continue 
to be tlic hard core of medical education. And phpicians svill and 
should continue to be largely preoccupied witlj problems of dis- 
ease. But the practice of medicine requires kno\vlcdgc and skills 
in addition to those acquired through a training in the biological 
and piij-sical sciences. One reason is dial the dc^tlopmcnt of 
ps>'chialr>' in the past h.alf*ccntury or so 11.15 focused attention on 
the fact that ph>*siological function influences and is influenced 
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by both psychological states and social relationships. It is now 
recognized that many of the causal factors in disease are to be 
found outside the physiological organism and in the social rather 
than physical environment. The diagnosis, treatment, or preven- 
tion of disease thus requires a knowledge of that environment and 
of the many ways in which it contributes both to health and dis- 
ease. One need recall only a few of the more obvious disease con- 
ditions such as peptic ulcer, asthma, chronic fatigue, or obesity to 
be aware of the tremendous influence the social environment 
exercises over the physiological organism and of the importance 
to the medical profession of being able to understand and at 
times use that environment. 

A further reason why some formal knowledge of human be- 
havior on the social level is needed is that the practice of medicine 
is a cooperative relationship requiring at least two persons, prac- 
titioner and patient. This relationship is a precondition for and 
an accompaniment to the exercise of the physician’s diagnostic 
and therapeutic skills. Unless it is and remains satisfactory to the 
patient, the practitioner cannot perform his professional function. 
The practice of medicine thus includes much more than the ap- 
plication of medical skills. It means entering into a relationship 
with the patient, and usually with his family if he has one, and so 
handling that relationship that the patient will cooperate fully in 
the diagnostic and treatment procedures decided upon. The so- 
cial relationship is not something apart from medical practice 
which, like the icing on a cake, can be included or left out at the 
discretion of the practitioner. It is rather an integral and neces- 
sary part of medical practice, without which there is no practice. 
The patient who withdraws from a medical relationship before 
the termination of the relationship is medically indicated has 
received poor care just as much as if a preventable error in 
diagnosis had been made or the wrong drug administered. The 
physician who, because of his manner or his lack of understanding 
of individual or group-related differences, is unable to establish 
a relationship which gives satisfaction to the patient cannot give 
good mcdic^ care, in the fullest sense of that phrase, however 
skilled he may be in the other techniques of his craft. 
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One of the skills needed by the physician — and equaliy by the 
nurse, social ^vorker, and others who work with people— then, is 
a skill in establishing and maintaining mutually satisfying social 
relationships. Such skills are based upon a toowledge of the 
psychological and social factors underlying the behavior of peo- 
ple, including oneself. Some few people may acquire them intui- 
tively through the give and take of their everyday experiences. 
For the majority of us, however, they can be most effectively and 
most certainly developed through formal training in the psycho- 
logical and social sciences. Certainly for those going into any of 
the health professions, the development of these skills can no more 
reasonably be left to chance than can those more directly relating 
to the management of health and disease, for only if they are 
developed and exercised can the health services function at their 
highest level. 

Formal training in the social sciences is not an automatic and 
certain guarantee of the elimination of the spcclHc biases that 
have been mentioned or of others that might have been discussed. 
Certainly social scientists themselves, tvho as a group have had 
more formal training in the behavior sciences than anyone else, 
exhibit these and many other types of bias. Nor is social science 
training the magic ingredient by the addition of which medical 
education and medical practice will attain perfection. But such 
training can provide additional skills that will enable those pro- 
fessionally concerned with health to make more effective use of 
all their knowledge and abilities, and thus contribute to the at- 
tainment of their individual and collective professional goals. 

As Dr. Edward J. SllcgUtz has written: “Man is the core of 
medicine. Visualizing individual man in Tciation to the cosmos, 
we sec that on the one hand he is composed of m>Tiads of minute 
cells and microscopic structures operating in health as a highly 
integrated, Iiarmonious, cooperative, scmi-conscious, cellular 
biochemical organism. On the other iiand, man, when multiplied 
many-fold, becomes society. But the wliolc is more than the sum 
of its parts. As man is composed of cells, so society is comj^d 
of men. Man, the individual, IWcs in two concomitant cns'iron- 
roents. Botli arc complex. The tissucj and chemical reactions and 
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equilibria of the organism constitute the realm of the biological 
sciences; the social and external environment is the realm of so- 
cial medicine. Clinical medicine, between these two, is concerned 
with the indivisible individual. Psyche and soma, internal homeo- 
stasis, growth and atrophy, and adaptation to external environ- 
mental forces are all part of the domain of clinical medicine. 
Looking at man with the naked eye he is an individual. Studying 
man with microscopes, both visual and electronic, he is biological. 
Stepping back and viewing man through a telescope, he becomes 
a small unit of society. All three perspectives are requisite for full 
comprehension.”^® 



NOTES 


Chapter I FELICITY STREET 


1. The term “group” is used throughout this book in its broad meaning, to 
include all forms of associations and aggr^atlons, without reference to size, 
structure, duration, or the existence of interaction between the members. 

2. The concept of culture is a hard one to pin down to a precise definition. It 
is easy to say in general terms what culture is, but it is difficult to formulate a 
definition that will exactly reveal the heart of the concept. One useful definition 
is that by Paul A. Walter, Jr.; “Culture is the learned ways of acting and think* 
ing which are transmitted by group members to other group members and 
which provide for each individual ready*niade and test^ solutions for vital 
life problems. Every human culture,” Dr, Walter continues, “is a historical 
growth, and only as such can it be explained or understood. Since the very es- 
sence of culture is its transmission through generations, a culture may be thought 
of as the experience of the past entering as a determinant of thought and action 
in the present, and carrying, of course, important relation to the future of a 
group.” Jiace and CuUwt Relations, McGraw-Hill Book Co., New York, 1952, 
pp. 17-18. 

As defined by Robert Redfield, culture is ''an abstraction: it is the type to- 
ward which the meanings that the same act or object has for the diHerent mem- 
bers of the society tend to conform. The meanings are expressed in action and 
in the results of action, from which we infer them; so we may as well identify 
‘culture’ with the extent to which the conventionalized behavior of members of 
the society is for all the same. 

“. . . the quality of organization among the conveniently separable ele- 
ments of the whole of a culture u probably a universal feature of culture and 
may be added to the definition: culture is an organization of conventional un- 
derstandings manifest in act and artifact.” The Folk Culture of Tucatan, University 
of Chicago Rress, t94f , pp. r 3 *-f 33 - 

A third definition that may be given here is that by Margaret Mead and 
her associates. “Culture ... b an abstraction from the body of learned be- 
haviour which a group of people, who share the same tradition, transmit entire 
to their children, and, in part, to adult immigrants who become members of 
the society. It covers not oiUy the arts and sdences, religions and philosophies to 
which the word culture has historically applied, but also the s>stem of tech- 
nology, the political practices, the small indmaie habits of daily life, such as the 
way of preparing or eating food, or of hushing a child to sleep, as well as the 
247 
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method of electing a prime minister or changing the constitution.” Cultural Pat- 
terns and Technical Change, United Nations Educational, Scientific, and Cultural 
Organizadon, Paris, 1953, pp. 9-10. 

Additional definitions and extended discussions of the concept of culture will 
be found in the following works: Benedict, Ruth, Patterns oj Culture, Penguin 
Books, Inc., New York, 1947 (originally pubUshed in 1934 by Houghton Mifflin 
Co., ^ston); Boas, Franz, Race, Language, and Culture, Macmillan Co., New 
York, 1940; Euba^, Earl E., The Concepts oJ Sociology, D.C. Heath and Co., 
Boston, 1932, pp. 337-379; Paris, Ellsworth, The Nature of Human Nature, 
McGraw-Hill Book Co., New York, 1937; Kluckhohn, Clyde, Mirror for Man, 
McGraw-Hill Book Co., 1949; Kroeber, A. L., and Clyde Kluckhohn, Culture: 
A Critical Review of Concepts and Definitions, Peabody Museum, Cambridge, 
1952; Linton, Ralph, The Study of Man, Appleton-Ccntury-Crofts, Inc., New 
York, 1936; Sumner, 'William G., Polheays, Ginn and Co., Boston, igo6. 

There ate several attributes of culture that are particularly relevant to the 
point of vdew presented in this book. 

I . Culture is a complex whole, the several parts of which are functionally 
interrelated. 

3. Culture has hbtorical continuity transcending the time span of any 
given generation. It b thus coercive for the individual, who, being bom 
into it, has no choice but to accept it. 

3. Culture cxercbes a strong determining influence in the way Individ* 
uab come to perceive themselves and their relau’ons to other people and to 
the nonhuman environment. 

4. It provides ready-made guides to behavior, including ways of thinking 
and feeling as >vell as the more overt types of acting. 

5. It changes, and it can be chang^. 

6. Since c^turc b very complex and the processes by which it is trans- 
mitted somewhat ineflident, no individual ever acquires the whole of a 
culture. It is thus possible to dbtinguish within cultural groups, subgroups 
made up of persons who share traits that are not common to other members 
of the larger group. In our culture, for example, physicians can be thought 
of as a subcultural group because of their possession of special knowledge and 
tkllb. Because no two individuab could have Identical total experiences, 
there u a sense in which each individual has a subculture all to himself. How- 
ever, the term will be used here to designate fairly large aggregations of 
people who, although roemben of a larger cultural group (or In process of 
traitsilion from one cultural identification to another), ha\x shar^ charac- 
terutics which are not common to all memben of the culture and which en- 
able tliem to be thought of as a dbUngubhable subgroup. 

3, The Negro popuUtion, although much brger than the Spanbh-speaklng, 
U here thought of as differing sule-Jturally rather than exdt-crally from ll\e larger 
population among whom both livr.AcoruIderable part ofthedutinctivT culture 
of the Spanbh-speaklng pieople still turvU*cs: the influence of the various African 
cultures on the present-day Negro population of the United States b very slight. 
Some students of cultural relaiioni In the United States, howe>er, hold the point 
of view that there b a diilinguiihaUe N^ro culture- For one dbcuuion of the 
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Albuquerque, 1940, which shows that, in the area investigated, 55 per cent of 
Spanish-spealdng children in grades above the first were more th^ two years 
over age for their grade. Similar findings were reported by Wilson Little in his 
study of SpanishSpealcing CHUren in Ttxas, University of Texas Press, Austin, 
1944 - 

8. The midica is one of several types of folk healers used by the Spanish- 
speaking people in the Southwest. Medicos arc believed to have extensive knowl- 
edge of herbs and other household remedies, and their help is sought in the 
diagnosis and treatment of a wide variety of ailments. Typically, they have had 
no formal training in medicine or related fields. 

In giving the Spanish terms for miditas and other types of lay practitioner the 
female form of the noun vnll be used throughout this book. There are, however, 
male practitioners in all of these “specialties” except that of the partera or mid- 
wife. 

9. Caiiulillo del eampo, a desert shrab, is a familiar remedy in the folk pharma- 
copoeia of the Southwest. 

10. A plant of the mint family, oregano is used as a seasoning in foods and, in 
the form of tea, to relieve coughs and sore throat. It b a commonly used bouse- 
hold remedy in the Southwest 

tt« Mat ajo, or evil eye, U a folk disease recognized by Spanish-speaking 
people throughout the Americas. Cialdren arc thought to be particularly sus- 
ceptible. The disease b caused, usually inadvertently, by the powerful glance of 
some person svho admires or prabes a child without taking the necessary ritual- 
btic steps to counteract the harm thb may do. For a description of the dbease, 
tu symptoms, etiology, and cure see: Foster, George M., editor, A Ooss-QillurcJ 
Anl^opohgicat Analjitit 0/ a Tfcknkal Aid iVo^rem, Smithsonian Institution, 
Wastogton, July 25, 195:, mimeographed; Foster, George M., “Relationships 
Between Theoretic^ and AppUed Anthropology: A Public Health Program 
Analysb,” Human Orgamzation, vol. ii, Fall, 1952, pp. 5-16. 

In some parts of the Southwest, mat ojo b a very prevalent dbease. For a brief 
dbcussion of symptoms and cures in South Texas, see Simmons, Ozzie, Anglo 
Americans and Mexican Americans in South Texas: A Study in Doounant-Subor- 
dinate Group Relations, Ph.D. dissertation. Harvard University, 1951, pp. 98" 

t02. 

1 2. In describing the inhabitants of 1407 Felicity Street no attempt has been 
made to litmt the descripdon to those chaTaeterotics *at derive entirely from 
their participation in a culture somewhat dincrent from that of Anglos. To have 
done 80 would have been to present a dmorted picture, since Spanbh-speaking 
people in the Southwest have had a long lustory of contact with Anglos and most 
of them have taken on a good many Anglo cultural charactcristia. A complete 
description of any groups of real Spanbh-speaking southwestemers would show 
them to possess a complex and intricate blend of characteristics, some of which 
could be traced to their Spanish-Indian culture heritage, some that would be 
due to the fact that they are a people in transition from one culture to another, 
and some that would be found to be identical with those of Anglos of similar 
class status. 
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Some of the characteristics of the people of 1407 Felicity Street, then, reflect a 
cultural difference, for example, their use of the Spanish language for everyday 
comm^ication in the home, the frequent appearance of tortillas and pinto 
beans in their diet, the type of family relationship which permits the “borrow- 
ing” of children, as in the case of Sioioneta Roybal. Characteristics such as the 
use of midwives, the fear of surgery, low educational attainments, intermittent 
and unskilled employment, which are also found among members of the Anglo 
cultural group, are manifestationa of tubctdtural or social class differences. Both 
types of characteristics have important implications for the work of practitioners 
of any of the healing arts or related professional groups. 


Chapter II. LA GENTE DE U RAZA 


I . La Tazfl is an expression used by Spanish-Speaking people in the Southwest 
to designate their own group. Literally translated, it means “the race.” It should 
be remembered, however, that "la razi* has a somewhat different meaning 
from the English word “race,” and that in using it the Spanish-speaking people 
intend no implication that they are biologically different from the majority of 
Anglos. Their own genedc background is a topic on which a great many 
Spanish-speaking people are highly sensitive, as the United States Bureau of the 
Census learned when, in tgso, it classified “Mexicans” as nonwhite. 

In terms of the conventional anthropological categories of race, the Spanish- 
speaking people are probably a mixture of Mongoloid and Caucasoid stod^s, 
since the group, viewed as a whole and without reference to any given individ- 
ual or family, is the product of intennamage between a relatively small number 
of European immigrants and a relatively large number of Central and North 
American Indians. The sense of identification with one or another racial group 
varies widely among the Spanish-speaking. Some, particularly among those 
recently arrived from rural Mexico, readily speak of “the whites and the 
Mexicans.” Others bitterly resent any implication that they arc nonwhite. SUU 
others are not particularly concerned about radal identification except when, as 
happens in some parts of the Southwest, classification aS nonwhice leads to 
various types of discrimination. 

The confusion about racial identification is reflected in writings by and about 
Spanish-speaking people. In an article entided “Who Are You?” {lulae h'ews, 
vol. 2, September, 1932) Spanish-spealdng people were told; “Conditions have 
reached a point where your neighbors say, *a white man and a Mexican!* Yet 
in your veins races the hot blood of adventurous Castilian noblemen, the 
whitest blood in the world, and the blood of the cultured Aztecs and fierce 
Apaches, the reddest blood in the worldl So why this disrespectful slap in the 
face? You can hold your head up with the best, and you should do so, in order 
to keep your ancestors from turning In their graves.” In another article, also 
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in Lulac Nws (vol. 13, June, i9«), George Garza discussed "Our Classification 
—What Is It?" and said in part: "To our iiliteiate and semi-illiterate fellow 
Americans we are ‘Mescins’; to those more literate we are ‘Mexicans’ with the 
deep and resonant emphasis on the ‘jd’j to respectful but classification-minded 
Americans we are ‘Spanish’; to those who classify themselves as our friends wc 
are ‘Latin-Atncricans’; to hate-impregnated nincompoops we are ‘damn greas- 
ers’; to other sioular minded persons wc are ‘peons or pilados’; and to still 
others we may be any number of unmentionable and unprintable names or 
titles. In short, we are called everything but Americans and considered any- 
thing but American nationals and members of the Caucasian or white race." 
Yet at a ceremony in San Antonio in September, i 947 » honoring two Spanish- 
speaking men for distinguished civic service, the speaker, who had earlier 
spoken on the topic "Our Racial ProblcnM," referred to the honored guests as 
‘‘hombres mas magnificos de la raza dc bronce." 

With respect to any statements about or attitudes toward the racial classifica- 
tion of the Spanish-speaking population, three facts need to be kept clearly in 
mind: (1) Racial identification has sodal meaning and is frequently invested 
with emotional significance. (2) Membership in or identification with the 
"while" race in parts of the SouAwest carries prestige and confers benefits and 
privileges not granted to those classified as nonwhite. (3) There is no scientific 
confirmation of popularly held notions about the inherent or genetic superiority 
of one racial group over another. For a brief summary of some of the evidence 
on this final point, see Klineberg, Otto, "Racial Psychology" in The Seitnee of 
Man, edited by Ralph Linton, Columbia University Press, New York, 1945. 

9. ‘‘The real test of affiliation with the Mexican ethnic group, however, U the 
feeling of belonging to a body which, on the whole, has cultural and ’racial* 
unity. In the case of the Mexican, ethnic comciousness is expressed by his 
identification with Lo Raza, 'The Race’ — a genetic denomination by tvhlch he 
includes all Mexicaru regardless of dass differences or place of birth. This ethnic 
consciousness becomes intensified in those who live in a predominantly Anglo or 
non-Latin society that regards hlexicans as culturally different and, for the 
most part, socially inferior. Sodologically, therefore, recognizable physical or 
cultural characteristics do not per se indicate membership in an ethnic group. It 
is rather the identification of self with the group or the *we-feeling’ that Is 
significant. One Me-xican voiced this when he expressed himself in regard to his 
association with another, ‘I joined him that time, thinking, "he’s all right, he’s 
a Mexican" Woods, Sister Frances Jerome, df««can Ethnic Leadership in San 
Antonio, Texas, the Catholic University of America Press, Washington, 1949, 
chap. i. In her study Sister Frances Jerome used the term “Mexican" to refer 
to the Spanish-speaking population of San Antonio, whatever their national 
background. 

"No matter how sharply the Spanbh-speaking may differ among themselves 
over the question of nomendature, the sense of cleavage from or opposition to 
the Anglos has alwap been an important factor in their lives and it u this feeling 
nhich gives cohesion to the group. The sense of group identity also arises from 
the fact that the Spanish-speaking have had a similar history and experience 
and hat'C been influenced by a ilnular rdationship to a sharply diflerentiated 



NOTES TO CHAPTER H 


253 

environment.” McWilliams, Carey, North from Mexico: The Spanish-Speaking 
People of the United Slates, J. B. Lipplncott Co., Philadelphia, 1949, p. 8. 

3. Some information about the physical characteristics and genetic back- 
ground of a small sample of Spanish-speaking people, together with a selected 
bibliography of further references, will be found in Goldstein, Marcus S., 
Demographic and Bodily Changes in Descendants of Mexican Immigrants, University of 
Texas, Institute of Latin-Amcrican Studies, Austin, 1943. 

4. At a conference of social •workers held in Denver in 1953 a worker, who 
was of Spanish-Amcrican descent herself, spoke about the social distance sepa- 
rating Spanish-Amcricans and Mexicans in her community, notwithstanding 
the fact that many of the latter group were residents of long standing. Similar 
deep social cleavages between various subgroups within the larger Spanish- 
speaking population can be noted in many parts of the Southwest. 

5. A considerable number of books and articles have been written about the 
Spanish-Amcrican group. Many of these will be found listed in Sauirdcrs, Lyle, 

A Guide to Materials Bearing on Cultural Relations in New Mexico, University of 
Netv Mexico Press, Albuquerque, 1944, and in “A Guide to the Literature of 
the Southwest," a regular bibliographical feature in the New Mexico Quarterly 
Rmmi since 1943. Specific writings that may be of interest to the reader seeking 
more information about the group include: Burma, John H., “The Present 
Status of the Spanish-Araericans of New Mexico,” Social Forces, vol. s8, Decem- 
ber, 1949, pp. 133-138; Calvin, Ross, Sky Determines, University of New Mexico 
Press, Albuquerque, 1948, chaps. 7 and 9; Davis, William W. H., El Gringo, 
Ryd^ Press, Santa Fe, 1938 (originally published in >857); Fergusson, Ema, 
New Mexico: Pageant of Three Peoples, Alfred A. Knopf, New York, 1951; 
Johansen, Sigurd, Rural Social Organi^aHon in a Spanish-Americon Culture Area, 
Ph.D. dissertation, University of Wisconsin, 1941; Kluckhohn, Florence, Los 
AtarqueHos: A Study of Patterns and Configurations in a New Mexico Village, 
Ph.D. dissertation, Radciifle College, 1941; Leonard, OJen E., The Role of the 
Land Grant in the Social Organization and Social Processes of a Spanish-American Village 
in New Mexico, Ph.D. dissertation, Louisiana State Univenity, 1943 (litho- 
printed by Edwards Bros., Ann Arbor, Mich., 1948); Long, Haniel, Pinon 
Country, Little, Brown and Co , Boston, 1941; Loomis, Charles P., and Olen E. 
Leonard, Culture of a Contemporary Rural Community, El Cerrito, New Mexico, Bureau 
of Agricultural Economics, U.S. Dept, of Agriculture, Rural Life Studies, No. i, 
Washington, November, 1941; MeWJUams, Carey, Op. rit ; "The Spanish- 
Amcricans of New Mexico, U.S.A.” in Cultural Patterns and Technical Change, 
edited by Margaret Mead, United Nations Educational, Scientific, and Cul- 
tural Organization, Paris, 1953, pp. 168-193; Sanchez, George I., Forgotten 
People, University of New Mexico Press, Albuquerque, 1940; Walter, Paul A., 

Jr., “Spanish-Speaking Americans," in Race and Culture Relations, McGraw-HUi 
Book Co., New York, 1952; Idem, A Study of Isolation and Social Chatge in Three 
Spamsk-Speahng Villages of New Mexico, Ph.D. dissertation, Stanford University, 
1938; and Zeleny, Carolyn, Relations Between the Spanish-Amerieans and Anglo- 
Americans in New Mexico: A Study of Conflict and Accommodation in a Dual 
Ethnic Relationship, Ph.D. dissertation, Yale University, 1944. 
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6. Much, has been written about the early history of the Spanish-Amcricao 
villages by noted historians of the Southwest, including Geoi^e Bancroft, Frank 
Wilson Blackmar, Herbert Bolton, George Hammond, France Scholes, and 
Ralph E. Twitchell. For an extenrive list of references on this period, see 
Saunders, Lyle, Op. at. 

7. “The great majority of the Spanish-speaking people of the United States 
. . . are mestizo^ or mixed Spanish and Indian stock. The mestizos have differ- 
ent proportions of Spanish and Indian blood, ranging from almost ‘pure* 
European to ‘pure’ Indian, but in all probability they are chiefly Indian by 
race. The Indian blood probably represents a variety in stock, ho^vcvcr, be- 
cause Indians of both Mexico and the American Southwest are of differing 
physiological types. 

“The racial background of the great majority of the Spanish-speaking people 
of the country gives them a social risibBity which has been sufficient to set them 
apart in general thinking as a distinct racial group and to bring into play a 
racial factor in most intergroup contacts in wWcK they have been involved.” 
Walter, Paul A., Jr., Race and CtUture Relatione, McGraw-Hill Book Co., New 
York, 1952, pp. 326^27. 

8. “Isolation b the key to the New Mexico cultural complex. ‘The deepest 
penetration of civilized man in North America,’ New Mexico was a lonely out- 
post of Spazush settlement for three hundred years'— isolated from Mexico, 
California, Texas, and Arizona; isolated by deserts, mountain ranges, and 
hostile Indian tribes. It would be difficult, In fact, to imagine an isolation more 
nearly complete than that which encompassed New Mexico from 1598 to 1890. 
For its isoladoo was multiple and compound: geographic isolation bred social 
and cultural isolation; bolated in space. New Mexico was also in time. Primitive 
means of transportation and the lade of navigable streams extended distances a 
thousandfold. It took the New Mexicans five months to make the 1,200-mile 
round trip, along the Turquoise Tr^, from Santa Fc to Chihuahua. On the 
west, the north, and the cast, the settlements were hemmed in by warlike 
nomadic tribes whose presence in these areas bolated New Mexico more effec- 
tively than dbtance or the lack of natural communications. . . . 

“No nesv currents of life moved in thb remote colony of Spain for nearly 
three hundred years. Education had little meaning in a society in which there 
was literally nothing to learn. Competition and change, initiative and innova- 
fion were, for sirmlar reasons, mostly non-existent. The life of any today was the 
same as the most remote yesterday that anyone could remember; and were 
performed as they had always been perfonaed.” McWilliams, Carey, Op. cit., 
pp. 63-64, 7r. 

“New Mexico b the anomaly of the Republic. It b a century older in 
European civilization than the rest, and several centuries older still in a happier 
seml-dvillzation of its own. 1 1 had its little walled cities of stone before Columbus 
had grandparents-to-be; and it has them yet. The most incredible pioneering 
the world has ever seen overrarr it with the zeal of a prairie-fire three hundred 
and fifty years ago; and the embers of that uoparallel^ blaze of exploration arc 
not quite dead today. The most superhuman privations, the most devoted 
heroism, the most uiislecping vigilance wrested thb bare, brown land to the 
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world; and having wrested it, went to slcq>.” Lummis, Charles F., Tht Land 
of Poco Tiempo, University of New Mesdeo Press, Albuquerque, 1953, pp. i-c. 
(Originally publbhcd in 1893 by Charles Scribner’s Sons, New YorL) 

9- A good account of the characteristics of village life during Spanish rule 
will be found in Blackmar, Frank W., Spanish Institutions of the Southwest, Johns 
Hopkim Press, Baltimore, 1891. Excellent photographs of one present-day vil- 
lage and its people are included in Rustnow, Irving, A Qmera Rrport on El 
Cemto: A Typic^ Spanish-American Community in New Mexico, Bureau of 
Agricultural Economics, U.S. Dept, of Agriculture, Miscellaneous I^blications, 
479» Washington, January, 1943. 

to. . . every article of European manufacture that reached the consumer 
still had to be shipped across the wider part of the Atlantic to the port of Vera 
Cru2, freighted by pack horse or in snail-slow ox-carts to Mexico City, and 
thence northtvard past Durango, Chihuahua, and El Paso del Norte for tt%-o 
thousand perilous, Indian-haunted miles to remote Santa Fc. Naturally com- 
merce was out of the question and trade would be limited to barter among 
neighbors. ... In this inaccessible valley bc>'ond the desert, goods could 
neither come in nor go out, and thus there was not one gainful occupation to 
attract settlers." Calvin, Ross, Skj> Dslermiius, University of New Mexico Press, 
Albuquerque, 1948, p. 164. 

n. For an extended discussion of the role of both family and church in the 
social organization of New Mexican vUbges see Walter, Paul A., Jr., A Study 
of Isolation end Sodal Change in ThstsSpamsh^peakhg Villagts of Mttv Mtxiee, 1938. 
The Importance of the family Is also discussed in Johansen, Sigurd, "Family 
Organization in a Spanish-American Culture Area," Sociologr and Soa'at Re* 
seareh, vol, a8, November-December, 1943, pp. 133-131; and "Tlic Spanuh- 
Americans of New Mexico, U.S.A." in Cultural raitms and Teohrieet Change, 
edited by Margaret Mead, 1953, pp. 170-174. 

t3. Many communities, for example, Los Lunas, Los Cha\Tr, were n.smed 
for their principal family. One, Cundi)-o— sometimes referred to as L01 \'igiles 
— until a few yean ago had a population entirely made up of people named 

Vigil. 

13. Lay religious leadership in many communities took the form of member- 
»hip in the penitenU brotherhood, 3 deviant. Catholic flagellant sect that was 
introduced into Nov Mexico by the early coloniiu. Although oflicially dlup- 
proved by the Catholic Church until recently, the/v-jf/^rorRani/ation has been 
very strong in many villages and has exercised coniiclerable Influ-nee In l»)th 
ttcred and secular affairs. Long a secret socict>-, the order it now semi-psiWic 
in that no particular efforts are made to conceal either membenliip or rel f lous 
ritual. There is some evidence that membership Is increaiirg at the prrsmt tinw. 

Larly reports on the order were made by Charles Luminii. panioilarlr in hit 
Tht Land of Toco Ttmpo, already riled. OAerROod **-ritir?i are; Ain::n. .'^fary. 

"The Trail of the Blood,” Cruyy SUgastv, vol. irfl. .Mar, i<»<. pp 35Mi: 
Ilendcnon, Alice C.. flrerbrr of UgkS- The Penitentrs of the •xxjthwrtt. liar- 
court, Brace and Co, New York, 1937; and Woodward. IXwd.r. 7*e Fen,, 
tnut ofXrr Mttut, Ph-D. dlsscruiion. Vale Unitenity, 1933. 
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14. The best account of the three major institutions of Spanish-American 
villages, Paul Walter*8 Study of Isolation and Social Change in Three Spamsh-^ 
Sptaldr^ Villages of Mew Mexico, unfortunately remains unpublished. A brief dis- 
cussion of the pafrSn system is included in Cultural Patterns and Technical Change, 
edited by Margaret Mead, 1953, pp. 174-176. 

15. An understanding of the institution of the patron can give many insights 
into the relationships Spanish-Americans have developed with welfare and 
other service agencies and oi^anizations. It may not be too much of an exag- 
geration to point out that in the 1930*5 the WPA and other federal relief agen- 
cies assumed, in the eyes of many Spanish-Americans, the role of patrSn, or that 
today, even in urban areas, many welfare workers may be regaled as partly 
filling the ^a£rin role. 

16. There has not been, until recently, a good formal study of leadership 
among Spanish-Americans. Probably the roost nearly complete statement on 
the subject is that by Julian Samara, Minority Leadership in a Bi-cultural Com- 
murdty, Ph.D. dissertation, Washington University, 1953, which discusses both 
intracthnic and interethnic leadership patterns. Samora, who was good enough 
to read this chapter in manuscript, disagrees with the account of village leader- 
ship given here, on the ground that it too greatly restricts the concept of leader- 
ship and exaggerates the lack of individual initiative and the institutional aspect 
of leadership. 

17. Redfield, Robert, “The Folk Society,” Ammean JmtTnal of Soeiologf, 
vol. 5a, January, 1947, pp. 295-308. 

x8. “In moving from the village background mto Anglicized urbanizadon, 
the Manito [Spanish-American] b bridging a period of three centuries of de- 
velopment within one general culture (western European) and may be puzzled 
by necessary adaptations and miss their meaning. His native culture, language, 
and behavior patterns remain relics of old Spain, although modified by three 
centuries of isolated frontier development. . . . 

“Manitos who, without adequate acculturation, have attempted participa- 
tion in the broad American pattern of life, have found social and economic 
equality almost nonexistent. This condition steins from two basic facts: (i) the 
recognized tendency of a majority group to question the position of any people 
different from themselves; and, (2) the obviousness of the differences in basic 
idealisms of the group-designed personality pattern characteristic of the Manitos 
(lower and middle classes), differences so fundamental that the majority group 
cannot overlook them nor can the minority group quickly change them. The 
ethical concept behind this modal Manito ^havior pattern can be generalized 
as distinctly relauvislic rather than positivistic, relaxed rather than tetue with 
inner urges, and concentrated on ps>-choIogical rather than on material values 
and loyalties, especially in relation to the extended family.” Hawley, Florence, 
and Donovan Sentef, “Group-Designed Behavior Patterns in Two Acculturat- 
Ing Groups,” Southwestern Journal of Anthnpidop, vol. a. Summer, 1946, p, 149. 

For a summarized account of the effect of the change from Mexican to United 
States rule in the Southwest, see Saunders, Lyle, “The Social History of Spanish- 
speaking People in Southwestern United Slates Since 1846,” Prtneeiings of the 
Pint Congress of llutarxans from Mexico and the United States . . . Monterrey, 
September 4-9, 1949, Editorial Cultura, Mexico, 1950, pp, 152-165. 
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Ed, and Andrew C. McLellan, Whal Price Wetiacks, American G.I. Forum of 
Texas and Texas State Fedcradon of Labor, Austin, 1953; a series of Hve 
articles by Gladwin Hill in the JVeu> Ymk Tims, March 25-29, 195^ (reprinted 
in Congresnonal Record as an elaboration on the remarks of the Hon. Paul H. 
Douglas of Illinois in the United States Senate, April g, J951); McWilliams, 
Carey, “California and the Wetback,” Common Ground, vol. g, Summer, 1949, 
pp. 15-20; Saunders, Lyle, and Olen E. Leonard, The Wetback in the Lower Rio 
Grande Valley of Texas, University of Texas Press, Austin, 1951; and StUwcU, 
Hart, “The Wetback Tide,” Common Ground, vol. 9, Summer, I 949 « PP- 3 “* 4 - 

33. The statement that most of the group herein designated as “Mexicans” 
are in this country illegally is based on the fact that in recent years the numbers 
of illegal aliens apprehended by the Border Patrol has been many times greater 
than the number of Mexican citizens legally admitted to the United States for 
other than temporary residence. In the 6scal year ending June 30, 1951, for 
example, 6,153 immigrant aliens were admitted from Mexico, whereas 510,355 
illegal Mejdcan aliens were picked up by the Border Patrol. For figures on other 
years see the Annual Pe^ortr of \he Imirngtatvon and NatutaUzation Service. 

34. A study by Manuel Gamio published in 1930, which we have already 
cited, indicated that most of the Mexican immigrants to the United States come 
from the central and northern plateaus, with more than half coming from the 
three states of MichoacSn, Guanajuato, and Jalisco. {Mexieon Immigration to the 
United SiaUf, pp. 13-29.) Dr. Gamio’s findings were based on a study of post- 
office records of money orders sent to and from various areas in Mexico. A 1 950 
check by Saunders and Leonard, using the records on wetbacks voluntarily re- 
turned through the Hidalgo, Texas, office of the Immigration and Naturaliza- 
tion Service, confirmed Gamio’s general findings. More than 70 per cent of the 
wetbacks for whom information was recorded in the Hidalgo office were from 
the states ofNuevo Le6n, Guanajuato, San Luis Potosi, Jalisco, and Michoacin, 
only one of which has a common boundary with the United States. Saunders, 
Lyle, and Olen E. Leonard, Op. oil., pp. 29-35. 

35. It should be remembered that the term “Mexican," as used here, does 
not refer to the population of Mexico, but only to Mexican citizens who have 
recently come to the United States. 

36. For information on the ages, sex ratio, marital status, occupations, places 
of origin, and length of residence in the United States for two samples of wet- 
backs, see Saunders, Lyle, and OlcnE. Leonard, Op. cit., pp. 26-41. 

“The vast majority of wetbadcs are plain agricultural workers, including 
women and children, mostly from the peasant class in Mexico. They are hum- 
ble, amenable, easily dominated and controlled, and accept exploitation with 
the fatalism characteristic of their class. A common term applied to them is 
Guanajuato Joe, for the Mexican state of Guanajuato which supplies a large 
percentage of wetbacks apprehended in farm work. This type of wetback wants 
only to find work on a farm, mind his own business, and be left alone by the 
Border Patrol. He accepts good or bad treatment, starvation wages, diarrhea 
and other sickness for his cMIdren from contaminated drinking water and un- 
samtary living conditiom — aU tlus he ao»pts stolidly and philosopWcaily. He 
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does not think in terms of native labor displacement, lowering of economic 
standards and the socio-economic effects of his presence in the United States. 
Ideologies are beyond his comprehension. He understands only his way of lift; 
to work, to suffer, and to pray to the Virgen di Guadalupe for a better life in the 
hereafter,” Idar, Ed, and Andrew C. McI.eUan, Op. cit., p. 6. 

3% These terms are used more or less interchangeably to designate persons 
who are believed to have some special knowledge of illness and its treatment and 
whose services are for sale. 

38. In areas where the concentration of wetbacks is heavy there is marked 
migration across the border on weekends as these agricultural workers cross over 
to the more congenial Mexican border towns for their Saturday night fun. 

39. See Tables 3 and la, pp. 390 and 300-307. 

40. There are many revealing descriptions of living conditions of both urban 
and rural Spanish-speaking people. For detailed accounts see Brown, Malcolm, 
and Orin Cassmore, Migratory Cotton Pickers in Arizona, 1939; Kibbe, Pauline R., 
Latin Americans in Texas, 1946; Loomis, Charles P., and Oleo E. Leonard, Cul- 
tare of a Contemporary Rural Community, S Cerrito, New Mexico, ig4r; McWtiliams, 
Carey, Brothers Under the Skin, Little, Brown and Co., Boston, 1943; Mcnefee, 
Selden C., Mexican Migratory l^orkers 0/ South Texas, 1941; President’s Commis- 
sion on Migratory Labor, Migratory Labor in American Agriculture, 1951} SSnehez, 
George I., Forgotten People, 1940; Taylor, Paul S., An American-Mexican Frontier, 
Nueces County, Texas, 1934,* Thomas, Howard E., and Florence Taylor, Migrant 
Farm Labor in Colorado, 1951; Tuck, Ruth, Not with the Fist, 1946; and War- 
burton, Amber A., Helen Wood, and Marian Crane, The IVork arid Welfare of 
Children of Agricultural Laborert in Hidalgo Coun^, Texas, 1943. 

4t. See Soil Conservation Service, U.S. Dept, of Agriculture, Federal Relief 
Expenditures for Labor in Three Sub-Arear of the Rio Grande Watershed During sffSS- 
36: Geddes, Anne E., Trends in Relief Expenditures, fpi<r-i93g. Division of Social 
Research, Works Progress Administration, Research Monograph 10, Govern- 
ment Printing Office, Washington, *937; Harper, Allan G., Andrew R. Cor- 
dova, and Kalervo Oberg.Afancm/ Resources in ^ Middle Rio Grande Vall^, 1943. 

42. Job referrals in a south Texas office of the Texas Employment Commis- 
sion during the month of November, 1948, were as follows: 

Anglo Spanish-Name 

Job category Number Per cent Number Per cent 


Professional and managerial 

0 

0 

0 

0 

Clerical and sales 

»7 


9 

35 

Domestic service 

10 

90 

40 


Agriculture, fishery, etc. 

0 

0 

0 

0 

Okillcd labor 

I 

ZOO 

0 


Semi-skilled labor 

6 

50 

6 


Unskilled labor 

4 

4 

Z07 

96 


Source: Unpublbhcd Study of Spanish-Speaking People, Universiw 
of Texas. The county studied, in 1950, was about 70 per cent Spanish- 
speaking, 
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The folIo%v«vg conclusions were obtained in a study of the occupational dis- 
tribution of Spanish-name people in Austin, Texas, in 1 948 : 

" (t) The Spanbh-name citizens of Austin, Texas, are most liiely to be found 
in certain occupational classes in greater proportion than are their Other- 
White neighbors. 

“(2) The occupational classes in which the Spanish-name people arc most 
often found arc those which arc regarded as semi-skilled and unskilled. 

“(3) The Other-White workers have a better chance of being offered jobs 
which arc the same as or similar to the job for which they seem best qualified. 

“(4) The educational level of the Spanish-name and Odier-White groups has 
a high coeffident of correlation with a rank order of job classifications from most 
skilled to least sUUed. 

“(5) The educational level of the Spanish-name group U of major importance 
in explaining differential job placement. 

*'(6) The lack of Spanish-name members in local trade unions is of major 
importance in explaining the difference in the proportionate numbers of Other- 
White and Spanish-name men classified in such skilled trades as carpentry, 
painting, masonry, and electrical %vork. 

“(7) Discrimination is practiced by some employers in Wring Other-White 
women in preference to Spanish-name women where training and ability are 
equal. This is most apparent In the Clerical and Sales occupations.” Crain, 
Forest B., Thi Ocoi^etionaf D«rhi(ution t>f Spatuik-Namt PtopU in Austin, Ttxas, 
Master’s thesis, University of Texas, 1948. 

See also Nelson, Eastin, and Fr^eric Meyers, Laier Reqmemtnis and Laior 
Htseurees in the Lower Rio Grande Vattey of Texas, University of Texas Press, 
Austin, December, 1950; Meyers, Frederic, Spardsh-Name Persons in the Labor 
Force in Manu/aetmng Industry in TVxar, University of Texas Press, Austin, 1951; 
Denver Area Welfare Coundl, The Spamh-American Population of Denver, 1950, 
mimeographed; Denver Unity CouncM, The Spanish-Speaking Population of Den- 
ver, 194G. 

Infonnation on the income and occupation of Spanish-speaking people in the 
five southwestern smtes will be found in Tables 8 and 9, pp. 396-397. 

43. A survey of the tvatcf supply of 62 communities in 18 New Mexico 
counties in 1947 shotved only one that was adequate from a public health 
standpoint. For a list of these communities and an evaluation of the water 
supply and sewage disposal fadlilics of each, see Aw Mexico Ktalth Council 
Mews-Letter, May-June, 1947. 

44. Comparative information on the bousing of Spanish-speaking people in 
the Southwest is available in the U.S. Bureau of the Census 1950 reports on 
housing. Also of interest are: Bureau of Business and Social Research, Univer- 
lity of Denver, Housing Trends irt Denrer, i$3S-S9fp, University of Denver Re- 
poru, vol. 25, November, 1949; a survey of housing conditions in Corpus 
Christi, Texas, published in the Cerpui Christi Public Housing Market Review, 
March, *948; llall, William C,, A Study of a 8 i Farm Laior Families of South 
Texas, Master’s thesis, Texas College of Arts and Industries, Kingsville, 1943; 
Broom, Perry M., An Ininpretite Analysts of the Economic and Educational Status of 
Latin-Ammcans in Texas, Ph.D. dissertation. University of Texas, 1943. 
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45. For a comparison of the education attainments of Anglos and Spanish- 
speaking in the five southwestern states, see Table 10, p. 298. Wilson Little, in 
his study of the Spanish-speaking sdiool children of Texas in 1942-1943, found 
oiily 53 per cent of those from six to seventeen years of age were enrolled in 
schoolj more than half of all enrolled were in the first three grades; over- 
ageness was characteristic of all grades; average daily attendance was low; and 
children tended to enroll late and leave early. See his Spanish-Speaking Children 
in TexaSi University of Texas Press, Austin, 1944, pp. 63-66. For further iidbr- 
mation sec: Manuel, H. T., The Education of Mexican and Spanish-Speaking Chil- 
dren in Texas, 1930 [the children whom Manuel was concerned with are now 
adults!]; Tireman, L. S., and Mary Watson, La Comuniiad: Report of the 
Namb6 Community School, University of New Mexico Press, Albuquerque, 
* 943 » Sanchez, George I., Conctrtdt^ Segregedion of Spanish-Speaking Children in the 
Public Schools, University of Texas Press, 1951; and the excellent reports that 
have been made by the several state departments of education, particularly 
those of California. 

46. Irtformation about health conditions and problems of small groups 
vrithin the total Spanish-speaking population will be found in the following: 
de la Rosa, L., "Ministry 0/ Public Health and WeUarc of Mexico on Sanitary 
Problems of Mexicans Living in the United States,” Boleth de la OJicina Samtaria 
Panamerieana, vol. 27, August, 1948, pp. 752-755; Denver Area Welfare Coun- 
cil, The Spanish-American Population of Denver, J950, pp. 21-33; Denver Unity 
Council, The Spanish-Speaking Population of Denver, 1946; Elliott, Robert S., TAf 
Health and Relief Problems of a Group of Pfon-Familf Mexican Men in Imperial County, 
California, Master’s thesis, University of Southern California, 1939; Gregg, R., 
"Medical Examination and Vaccination of Farm Laborers Recruited from 
Mexico,” Public Health Reports, vol. 65, June 23, 1950, pp. 807-809; Heller, 

C. A., "Regional Patterns of Dietary Deficiency: Spanish-Americans in New 
Mexico and Arizona,” Annals of American Academy of Political and Social 
Science, vol. 225, January, 1943, pp. 49-51; Kibbc, Pauline R., Latin Americans 
in Texas, 1946, pp. 123-156; Longniore, T. Wilson, and Theo L. Vaughan, 
Taos County Cooperative Health Association, Bureau of Agricultural 

Economics, U.S. Dept, of Agriculture, Little Rock, September, 1944, mimeo- 
graphed; Peters, LeRoy S., "New Mexico Medicine,” Hew Mexico Quarterly 
Review, vol. 1 1, 1941, pp. 322-329; Rjoan, Michel, Certain Factors Involved in the 
Struggle Against Malnutrition and Disease, University of New Mexico Press, Albu- 
querque, 1943; Idem, “Food Availability and Social Function,” A'«t» Mexico 
Quarterly Review, vol. 12, November, 1942, pp. 419-423; Pijoan, Michel, and 
R. W. Roskelley, Hutrition and Certain Related Factors of Spanish-Americans in 
Horlkern Colorado, Rocky Mountain Council on Inter-American Affairs and 
Western Policy Committee, Denver, 1943; President’s Commission on Migra- 
tory Labor, Migratory Labor in American Agriculture, 1951, pp. 153-159; Saunders, 

Lyle, and Olen E. Lronard, The lyetbaek in the Lower Rio Grande Valley of Texas, 

• 9 St; Smith, R. M., “The Problem of Tuberculosis Among Mexicans in the 
United States,” Transactions of the National Tuberculosis Association, vol. 34, 

1938, pp. 247-253; Division of Maternal and Child Health, Texas State Dept. 

of Health, The Latin American Health Problem in Texas, Austin, 1940; Thomas, 
Howard E., and Florence Taylor, Migrosa Farm Labor in Colorado: A Study of 
Migratory Families, 1951, pp. 35 “^ 
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47, Thomas, Howard E., and Florence Taylor, Op. cit. 

48. Among the few reports on polidcal participation of Spanish-speaking 
people are: Chambers, R. L., "The New Mexico Pattern,” Common Ground, 
vol. 9, Summer, 1949, pp. ao-aj; Donnelly, TTtomas C., editor. Rocky Mountain 
Politics, ■University of New Mexico Press, Albuquerque, 1 940; McGuliy, John, 
"The Spanbh-Speaking; North from Mcmco,” The Reporter, vol. 3, December 
26, 1950, pp. 25-28; Ross, Fred M.» Commmtiy Organization in Mexican American 
Colom'as: A Progress Report, typescript prepared for the American Council on 
Race Relations, 1947; Russell, John C., "Racial Groups in the New Mexico 
Legislature,” Annals of the American Academy of Political and Social Science, 
vol. 195, January, 1938, pp. 62-71; Idem, Slate Regionalism in New Mexico, Ph.D. 
dissertation, Stanford University, 1938; Tdeni,"Statc Regionalism in New Mexi- 
co,” iSaciaf Forces, vol. t6, 1937, pp- 26Q-272; Tudr, Ruth, Not with the Fist, 1946- 

49. The concept of class is one on which there is still much disagreement 
among social scientists. The term as used here refers to a population aggrega- 
tion marked off from other parts of the population by common characteristics 
and differential status. One of the most important characteristics is the sub- 
jecuve identification of a person as belonging with certain other persons and 
sharing with them a set of social norms. Qass is thus simply a convenient term 
to designate categories based cm iwtfuflural differences. The evaluative terms 
"upper,” "middle,” “lower” have been borrowed from everyday commonscttse 
usage and are intended to be descripdve of differences in prestige and privilege 
rather than qualitative judgments about the comparative merits of one group 
or the other. The importance of class distinctions for anyone working in the 
field of health lies in the fact that there are correlations between class member- 
ship and the ways In which persons feel about or respond to illness and those 
who treat it. 

Extended discussions of the concept of class and of differences among various 
class groups in the United States be found in Centers, Richard, The Psy- 
cholop ej Social Classes, Princeton University Press, Princeton, N. J., 1949; 
HolUngshcad, August B., Elmtowrft Youth, John Wiley and Sons, New York, 
19491 Jones, Alfred W., Life, tiberty, and Property, J. B. Lippincou Co., Phila- 
delphia, 1941; Warner, W. Lloyd, MarchJa Meeker, and Kenneth Bells, Social 
Classes in America, Science Research Associates, Chicago, 1949. 

50. Much of the discussion of class differences among Spanish-Americans is 
based on Donovan Senteris "Acculturation Among New Mexican Villagen in 
Coenparuon to Adjustment Patterns of Other Spanish-Speaking Americans,” 
Riaa! Sociolop, vol. to, March, 1945, pp. 31-47. 

51. One of the few good analyses of class differences among Mcxican- 
Amcricans and of the place of Mcxican-Americans in the Anglo class system is 
that by Ozrie Simmons, Anglo Amerieant and Mexican Americans in South Texas: 
A Study In Dominant-Subordinate Group Relations, 1951, on which some of 
the discussion here is based. 

52. Included in this class are many of that large body of migrant agricultural 
>s-orVers who in terms of almost any act of criteria would be assigned lower-class 
status. 
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53. This conclusion is based on extensive observation over a period of years 
of the marriage license notices published in newspapers in various parts of the 
Southwest. Sample tabulations made fay Ozzie Simmons covering a thirty- 
seven-year period in one Texas county {op. cit., p. 163) also show the proportion 
of intermarriages to be very low. The reason is probably not so much antago- 
nism between the two groups — although this is a factor in some parts of the 
Southwest— as lack of opportunity for Anglos and Spanish-speaking people to 
come together in situations that lead to the development of intimate relation- 
ships. 

54. For the twelve-month period ending June 30, 1951, the Immigration and 
Naturalization Service of the federal Department of Justice recorded a total of 
51,058,946 persons coming into the United States across the Mexican border. 
This figure includes 25,939,023 aliens and 25,119,923 citizens. It does not 
include border crossings from the United States to Mexico or the extensive 
inamigration of illegal and, hence, unrecorded wetbacks. Since multiple cross- 
ings by the same person are counted as separate entries, the total number of 
different persons crossing must have been considerably under 51 million. Annual 
Report oj the Immigration and Naturalizotion Sendee, for the Fiscal Tear Ended June ^o. 

Table 25, mimeographed. 

55. Other immigrant groups coming into the United States — with the pos- 
sible exception of French Canadians— have been largely cut off from their 
places of origin and have received relatively little cultural reinforcement, except 
that which they made for themselves by living together in separate enclaved 
communities. The Spanish-speaking people of the Southwest, by contrast, have 
continued to have close and easy contact with the culture from which many of 
them have come. 

56. The little town of Three Rivers, Texas, attained national and interna- 
tional prominence in 1949 as a result of the alleged refusal of a local undertaker 
to allow the use of his chapel for services for a Spanish-speaking soldier killed in 
action. After considerable controversy and an investigation by a committee 
from the Texas legislature, the soldier was buried at Arlington National Ceme- 
tery. In Three Rivers, at that time, the “Mexican” section of the local cemetery 
was separated from the Anglo section by a barbed wire fence. 

57. There is some evidence that this situation is rapidly changing. In every 
state of the Southwest there is a growing group of young Spanish-speaking men 
and women with college and university training — received for the most part as 
a result of veterans’ benefits — who are both capable and interested in improving 
the position of the Spanish-speaking population. 

For a discussion of leadership in general among Spanish-Americans and the 
leadership pattern in a particular community, see Samora, Julian, Minoriljf 
Leadership in a Bi-Cultural Community, 1953. 

58. A possible exception might be the ditch o^anizalion whose function was 
to repair and maintain the irrigation ditches $0 necessary to the economy of the 
villages. But even though these more or less autonomous organizations had a 
semi-formal structure with elected officers and delegated responsibilities, mem- 
bership and, to a considerable extent, leadership were highly institutionalized. 
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Fairly typical of the situation in Spanish-American villages were the findings 
described by Sigurd Johansen in his study of eight villages in Dona Ana County, 
New Mexico: “There are no organized spcdal interest groups in any of the 
eight centers studied. The only orgainzed group activity has been in connection 
with the church, and this has not developed sufficiently to make for special 
interest groups. There are no educational, recreational, economic, or political 
organizations in the centers, and the residents belong to none outside the cen- 
ters. Sociability and recreational activities through social organizations arc 
quite Unuted.” See lua “Family Organization in a Spanish-American Culture 
Area,” Sociology and Social Restarck^ vol. 28, November-December, 1943, P- *24. 

Reasonably typical, too, is the experience of Denver, whose 25,000 or more 
Spanish-spea^g residents have fewer than 20 nonchurdi organizations, none 
of wluch include more than a few dozen members. 

59. By late 1953 the Forum had expanded to include chapters in other parts 
of Texas as well as in New Mexico, Arizona, and Colorado. In 1952 an attempt 
was made to bring together the various o^anizations of Spanish-speaking peo- 
ple into a national association under the leadership of Dr. George I. S&ni^ez, 
of the University of Texas, who has long been the most able and effective leader 
among the entire Spanish-speaking group. But the new orgamzation, the Amer- 
ican Council for Spanbh-Speaking People, has been hampered by lack of funds 
smd bad not, by the end of 1953, been able to develop the kind of nadosal 
CQOperadon it was working toward. 

60. Something of the meamsg of language shifts for familial and other rela- 
tions can be seen in the experience of a Denver man who could not speak 
English when he came to Colorado at the age of eighteen. His mother still does 
not know English. His children do not know Spanish. So there can be no com- 
muidcatiott in the fandiy between grandmoAer and grandchildren, except 
through the father or mother, or someone else who speaks both languages. 

61. In addition to the extensive movement back and forth across the inter- 
national border, there is much moving about of Spanish-speaking persons 
within the Uruted States. Two hundred thousand or more Spanuh-speaking 
people annually nugrate in search of agricultural employment and during the 
course of a year live in a number of communities. The Selective Service draft 
and voluntary enlistments in the armed services have resulted in a great deal 
of movement both within the United States and outside by large numbers of 
Spanish-speaking young men. X.arge-scale nugratioos out of New Mexico vil- 
lages took place in the 1920’s and early 1930*8 and again in the late 1930*3 and 
early 1940*8 as jobs opened up in war industries and on the West Coast. See 
Loonns, Charles P., “Wartime Migration from the Rural Spanish-Speaking 
Villaga of New Mexico,” Rural Sodologp, vol. 7, December, 1942, pp. 384-395. 
Movement of persons out of rural areas and into cities has been and still is 
heavy. 

62. The great interest and increased activity in education in Mexico during 
the 1930*8 and 1940’s supports rather than contradicts this generalization. Had 
there been any particular empharis on formal education prior to that time new 
programs on such a scale would not have been necessary. 
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® 3 * The state departinenU of cducadon in each of the five southwestern 
states haw separate departments or special personnel largely concerned iWth 
the problems of getting Spanish-speaking children into school and keeping them 
iherc. For a number of j'can there has been a loosely organized association of 
persons interested in education of Spanish-speaking children, the Southwestern 
Council for the Education of the Spanish-Speaking, which has held several 
meetings In hich common problems could be discussed and progress reported. 

G4. For an excellent illustration of this point, see Zborowski, Mark, “Cul- 
tural Components in Response to Pain,” JotmtaJ of Social Issues, vol. 8, no. 4, 

*952. pp. 1O-31. 


Oiopter HI. THE CULTURAL CHASM 


I . Many of these notions twre recorded yean ago by Paul Taylor in his pen- 
etrating study of Nueces County, Texas. ^ his An Ammcm-Mtxican Frontier, 
Ji'untt CevrJj, Texas, University of North Carolina Press, Chapel Hill, 1934. 

Anyone who spends time in the Southwest is certain to have many of these 
ideas about the supposed characteristics of Spanish-speaking people brought to 
his attention. Among those most frequendy heard are that the Spanish-spe^ng 
pretend not Co know Englbh ivhen the)* really do; that they like to be crowded; 
that they are artistic and like gaudy colors; that they haw a mechanical aptitude 
and good manual dexterity; that they are peculiarly adapted for stoop labor and 
are not bothered by its discomforts as an Anglo would be; that they do not mind 
working in the heat; that they can do hard work on little food; that they have 
a “gypsy spirit” and enjoy tvandering; that they arc sullen and suspicious; that 
they are all potential lawbreakers; that they cannot handle liquor; that they 
are gamblers; that they are sexually passionate; that they lack initiative and 
cannot work without constant direction; that they are docile and take orders 
well; that they are clannish; that they have no ambition and are satisGed with 
things as they are. While there arc culturally derived attitudes and practices 
that give some semblance of truth to some of these beliefs it must be emphasized 
that there is as wdc a range of differences witiun the Spanish-speaking group 
as would be found in any large population and that no generalization can be 
descriptive of the entire group. 

2. U.S. Congress, House of Representatives, Hearings Before the Committee on 
EJueation and Labor . . . 8tst CoageesSfiat Session, onH.R. 2033. Government 
Printing Office, Washington, 1949, vol. i, p. 629. 

3. Ibid., p. 632. 

4. "In the stereotyped prejudices concerning others, there is usually con- 
tained the assumption that these other pwple are peculiarly adapted to the 
particular places which they have held up the present time; it is a corollary 
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implication that they arc not quite fit for new positions to which they may as- 
pire.” Hughes, Everett C., “Dilemmas and Contradictions of Status,” American 
Journal ofSoctologi’, vol. 50, March, 1945, p. 356. 

A comprehensive discussion of the Anglo stereotype of Mexican-Americans 
in one area of the Southwest and its relationship to existing status patterns will 
be found in Simmons, Ozzie, At^Io Americans and Mexican Americans in South 
Texas: A Study in Dominant-Subordinate Group Relations, Ph.D. dissertation, 
Harvard University, 1951, chap. 8. 

5. Since these unpublished theses are cited for illustrative purposes rather 
than for their factual content, they will not be further identified. The point of 
view they express is commonly held in the Southwest and the traits listed are 
among those frequently mentioned as characteristic of the “Mexican race.” 

6. It is interesting to note that in many areas where there is a widespread 
belief that “Mexicans arc lazy,*’ nearly all the jobs requiring hard physical 
effort are held by memben of the Spanish-speaking group- 

7. Discussions of the extent and some of the implications of language dif- 
ference between English-speaking and Spanish-speaking in the Southwest will 
be found in Barker, George C., “Growing Up in a Bilingual Community,” The 
Kha,\o\. lyjNovember-Decembcr, i95i,pp. i7-32;Idem, Paeftiifc: An Aineri- 
can-Spanish Argot and Its Social Function in Tucson, Arizona, University of 
Arizona, Social Science Bulletin t8, Tucson, 1950; and Tireman, L. S., “Mean- 
ing and Reading,” Proceedings of the Fifth Annual Conference, Southwestern Con- 
ference on the Education of Spanish-Speaking People, Los Angeles, January 18-90, 
1951, pp. 14-20. 

In parts of the Southwest it is not uncommon to hear two people conversing, 
one speaking English, the other Spanish. Quite common too is tiie tendency of 
some people to switch from one language to the other in the middle of a sen- 
tence. An amusing instance of this practice is reported by E. E. Mircles in Lulae 
News in the story of a young Mexican-American who wanted to go hunting but 
had no saddle. Asked why he did not borrow a saddle from Lolo, he replied: 
“Yo quiero borrow la saddle de Lolo, pero tengo frald que Lolo se get mad 
porque la saddle se scratch up con d chaparro brush.” Mr. Mireles, in tiie same 
article on what he calls “Tex-Mex Dialect,” also tells the story of an Anglo 
storekeeper, a newcomer to the Southwest, who, while sitting in front of his 
store with a friend, was approached by a Mcxican-American rvith the inquiry, 
“Mister Jones, you gare eggs today?” “No, Tomas,” he replied, “no gare eggs 
today, but maybe tomorrow kediy.” Then, turning to his friend, “You know, 
you can sure leam this Spanish lingo in no time.” 

8. Excellent illustrations of the ways in which language difference can lead 
to misunderstandings are included in Campa, Arthur L., “Language Barriers 
in Intercultural Relations,” Journal tf Cmmumeation, vol- 1, November, 1951, 
pp. 41-46. 

9. “A culture is more than a collection of customs; it is a system of customs, 
each more or less meaningfully rdated to the others. Culture has structure as 
well as content. Recogoition of this feet would enable us to understand the 
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tenacity of certain customs: they arc bard to move because they are geared to 
other customs. . . Paul, Benjamin D., “Respect for Cultural Differences,” 
Commumljf Development Bulletin, vol. 4, June, 1953, p. 44. 

10. The orientation to time of Spanish-Amcricans is specifically discussed in 
Cultural Patterns and Technical Change, edited by Mai^aret Mead, United Nations 
Educational, Scientific, and Cultu^ Organization, 1953, Paris, pp. 179-180. 
See also Florence Kluckhohn's discussion of what she has called the manana 
configuration in las Atarguehos, Ph.D. dissertation, Radcliffe College, 1941. 

It. Campa, Arthur L., “Manana Is Today,” JVnw Mexico Quarterly, vol. 9, 
* 939 . PP- 3 -tt« 

t2. These and other Anglo characteristics have been discussed by many 
competent observers. Among the better accounts are: “Major Value-Orienta- 
tions in America” in Williams, Robin M., Jr., American Society: A Soa'ological 
Interpretation, Alfred A. Knopf, Nexv York, 1951; Kluckhohn, Clyde, and 
Florence R. Kluckhohn, “American Culture: Generalized Orientations and 
Class Patterns," ConJUets of Power in Modem Culture, edited by Lyman Bryson and 
others, Seventh Symposium of the Conference on Sdence, PhUosophy, and 
Religion, New York, 1948; Gorer, Geoffrey, The American People: A Study in 
National Character, Cresset Press, London, 1948; Coleman, Lee, “What Is 
American: A Study of Alleged American Traits,” Social Forces, vol. 19, May, 
*94*1 pp- 493-499; LasH, Harold, The Amerieon Democracy, ViHag Press, New 
York, 1948. 

13. Cultural differences in attitudes toward work and success are illustrated 
in the story, frequently heard in the Southwest and related by Bennett Cerf in 
the “Trade Winds” column of the Saturday Review, about an eastern business- 
man. While strolling the railway station platform at Albuquerque, he observed 
a number of Pueblo Indian men sitting in the sun and was moved to indignation 
by what he considered an appalling waste of manpower. He approached one of 
the Indians and, with some asperity, asked, “Why aren’t you working?" 

“Why should I work?” replied Indian. 

“To earn money,” said the busin e ss m a n . 

“Why should I want to earn money?” asked the Indian. 

“If you work and earn money and save it, some day you will have enough so 
that you can retire and won’t have to work any more.” 

“I’m not working now,” said the Indian. 

14. The low value on practicality and cffidency in the culture of the Spanish- 
speaking is clearly illustrated in Human Problems and Technological Change: A 
Casebook, edited by Edward H. Spicer, Russell Sage Foundation, New York, 

*953. pp. 35-40. Case 2, “Com and Custom" describes the failure of an attempt 
to introduce an unfamiliar strain of high-producing com into the agriculmre of 
a New Mexican village. Even though the yields were much greater than with eld 
strains, the use of the new hybrid was soon abandoned because the appearance 
and flavor were thought to be inferior to those of the com traditionally grown 
in the village. 
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15. Leadenhip among Spanish-Amcricans and the amount of membership 
and participation in various types of formal organizations arc discussed at 
length by Julian Samora, in Minority Leadership in a Bi-Cultural Community, Ph.D, 
dissertation, Washington University, October, 1953. 

16. The reciprocal of leadership is, of course, followership. It should be em- 
phasized that, just as the village culture of the Spanish-speaking people offered 
few opportunities for the development of leadership, there were equally few 
chances for anyone to learn how to be a follower. 

1 7. Possible exceptions to this rather sweeping generalization are the Ameri- 
can Council for Spanbh-Speaking People, under the very able leadership of 
Dr. George I. Sinchez; the American G.l. Forum, which has been rapidly ex- 
panding and is providing opportunities for the development and testing of 
talents of young leaders; and the Conmmnity Service Organization, which has 
been doing effective oi^anizational work in and around Los Angeles. 


Chapter IV. HEALING V/AYS 


t. '‘Disease and its treatment ate only in the abstract purely biological 
processes. Actually such facts as whether a person gets sick at all, what kind of 
disease he acquires, and what kind of treatment he receives, depend largely 
upon social facton. ... I have been particularly impressed in ^e course of 
my anthropological and historical studies by the degree to which even the notion 
of disease itself depends rather on the decisions of society than on objective 
facts.” Ackerknecht cites the case of a South American tribe in which pinto 
(dyschronne spirochetosis) is so common that those who have it are regarded as 
healthy, those who do not as ill. Ackerknecht, Erwin H., “The Role of Medical 
History in Medical Education,” BuJlelin of the History of Medicine, vol. 2 1 , March- 
April, 1947, pp. 135-145. 

For a discussion of illness as a social role see; Henderson, L. J., “The Physician 
and Patient as a Social System,” JVnti England Journal of Medicine, vol. 212, May 
2, 1953, pp. 819-823; Parsons, Talcott, “Illness and the Role of the Physician,” 
American JournaXof OrXhop 5 ychiaXry,vcA. July, 1951, pp. 452-460; Idem,“Social 
Structure and Dynamic Process: The Case of Modem Medical Practice” in 
The Social System, The Free Press, Glencoe, 111., 1951, chap. 10; Parsons, Talcott, 
and Ren6e Fox, “Illness, Therapy and the Modem Urban American Family,” 
Jwrncd of Social Issues, vol. 8, no. 4, 1952, pp. 31-44. 

2. The distinction between these various types of lay practitioners is not al- 
ways clear and the terms are sometimes used intcrdiangeably. In general 
parteras are concerned with childbirffi and associated illness conditions: rwan- 
deras and medicos devote themselves to what in Anglo culture is called internal 
medidne; albalarias and brujas represoit, respecUvely, the benevolent and ma- 
levolent aspects of tvitchcraft. 
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3. Folk medicine, as the term is used here, is not identical with primitive 
medicine. Folk medicine, in any culture, consists of the beliefs, practices, and 
collective attitudes which are the common possession of all the people of that 
culture. See Saunders, Lyle, and Gordon Hewes, “Folk Medicine and Medical 
Practice,” Journal of Medical Education^ vol. a8, September, 1953, pp. 43-46. 


4. The differences between folk and “scientific” medicine are sharply il- 
luminated in a discussion of “Medicine and Magic in Rural Rajasthan, India” 
by G. Morris Carstairs, in a book of case studies on the social and cultural 
aspects of public health being prepared by Dr. Benjamin Paul, Harvard School 
of Public Health, for Russell Sage Foundation. 


5- The principal source of information on Mexican folk medicine has been 
the studies of Geoige Foster and his associates in the Smithsonian Institute of 
Social Anthropology, particularly their mimeographed report, A Cross-Cultural 
Analysis of a Technical Aid Program^ Smithsonian Institution, Washington, July 
®5> *95** Other helpful studies dealing in whole or part with the folk medicine 
of Latin America are: Adams, Richard N., Un analists de las etfermendades y sus 
curanones en una poblacion indigena de Guatemala, Instituto de Nutricion dc Centro 
America y Panama, Guatemala, October, 1951; Foster, George, “Relationship 
Between Spanish and Spanish-Aroerican Folk Mtiicintf Journal 0/ American 
Folklore, vol. 66, July— September, I953» PP* 20i-2i7> Gillin, John, “Magical 
Fright,” Psyehiatry, vol. 2, no. 4, 1948, pp. 387-400; Idem, The Culture of Stewiiy 
in iS'an Carlos, Mid^e American Research Institute, Publication 16, Tulane Uni» 
versity, New Orleans, 1951; Redfield, Robert, Thi Folk ^Iture of Tueatan, 
University of Chicago Press, 1941; Simpson, EylerN., The Ejido: yitxico'aV^a.y 
Out, University of North Carolina Press, Chapel Hill, 1937; Whetten, Nathan 
L., Rural Mexico, University of Chicago Press, 1948. 


6. “Good health involves also the maintenance of that median condiUon 
which the native e-xpresscs in terms of heat and cold. Some persons arc naturally 
hot, others cold. Two persons representing the extremes of such natural condi- 
tions should not marry; the outcome will not be fortunate. Nor should a man 
tvhose blood is ‘hot’ attempt to raise kinds of domestic animals fcnoim to be 
characteristically ‘cold.’ The food one eats and the beverages one dri^ arc 
known to have their characters in terms of these opposites. Somethmg that is a 
little too ‘hot,’ as beef, may be made safer for consumpuon by adding a litUc 
lime juice, which is ‘cold.’ But it is dangerous to bring the greatest extremes to- 
gether: honey is very ‘hot’ and it should not be followed by water, which is 
•cold.’ If a man haa a fcv.r, h= i. hot. and ha may ba traated mth modora o 
amount, of herb, or food. ..hich am cold. On the other hand a P'™” “ 

weak i. 'cold' and should be given ’hot' thing, ra eat and dnnk. Rrfhe . 
Robert. Th, Fdk Cutlurt of Tmdutt, Univemty of Chicago PrtM. PP' . _ 
■=9- The concept, of ’hod and ’cold’ ate not nearly m prevalent m the South 
'vest as in Mexico and other Latin American countnes. 


7. The vast sums spent on laxatives and the ubiquity 
to the desirability of achieving “regularity” arc evidence 
“clean” interior is also an important component in Anglo folk medicine. 
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8. Notions about the importance of blood for health and the dangers of los- 
ing any considerable amoimts of it may be important factors in the reluctance of 
Spani^-speaking people in parts of the Southwest to contribute to blood banks. 

9. Injections of various kinds may be obtained from druggists or other sellers 
of medicines or from an injecrioaufa, a pcnon, usually female and with some 
minimal training in a health field such as nursing, who specializes in the giving 
of this type of service. 

10. Simmons, Ozzic, Anglo Americans and Mexican Americans in South Texas, 
Ph.D. dissertation, Harvard XJnivcraty, 1951, p. 98. 

ti. “In many cultures where the individual is contirmoiis with Ins unit, the 
isolation of the ill is completely unacceptable. Dr. Carl Bingcr reports that when 
he was dealing with a typhus epidemic among the Greeks of Macedonia at the 
cod of ^Vo^ld War I, the family would hide its side under piles of clothing or in 
the cellar rather thim show them to a physidan who might take them to a 
hospital, though they knew that to keep the sick with them might mean death 
for the family. This attitude is reported to be present today also, obstructing the 
campaign against tuberculosis. People do know the danger to which they arc 
exposed, but they feel that to isolate the sick individual, or to take precautions 
protecting the rest of the family, would be to reject a member of the family. In 
West Africa 'the whole fatmly would rather contract disease and die from U 
than part with the infected member.' Spanish-speaking people of New Mexico 
protest that no harm can come to them from their loved ones. . . Mead, 
htaegaret, editor, Cyiturol Patterns and Techsaeat Change, United Nations Educa* 
tiond, Scientific, and Cultural Organization, Parb, 1953, p. 347. 

li. Exteiuive accounts of folk medical beliefs and practices of Mexican- 
Amcricans will be found in Dodson, Ruth, “Folk Curing Among the Mexicans” 
in Tone the Bell Easj, Texas Folklore Society, Publication to. Southern Method- 
bt Univenity Press, Dallas, 1932, pp. 82-^; and Hudson, William M., editor, 
The Healer ef Los Olmos and Other Mexican Lore, Texas Folklore Society, Publica- 
tion 24, Southern Methodbt Univenity Press, Dallas, 1951. 

13. Curtin, L. S. M., Healing Herbs oj the Upper tSo Grande, Laboratory of 
Anthropology, Santa Fe, 1947. Thb fascinating book has been drawn upon as 
the source of much of the information presented herein on Spanbh-American 
herbal lore. Other sources arc: Campa, Arthur L,> “Sonic Herbs and Plants of 
Early California,” Western FolUare, vol. 9, October, 1950, pp. 338-347; Hurt, 
lVcsie>', Manzano: A Study of Community Disorganization, Masters thesb. 
University of Nov Mexico, 1941; Eourkc, John G., “Notes on the Language 
and Folk-Usage of the Rio Grande Valley," Journal of American Folklore, vol. 9, 
April-June, 1O96, pp. 81-115; Moya, Benjamin S., Superstitions and Belies 
Among the Spanish-Speaking People of Jk'ca Mexico, Master's thesb, University of 
Nov Mexico, 1940. 

14. Curtin, L. S. M., Op. at., p, ft. 

15. s-an der Ecrden, Sbtcf Mary Luda, Maiemity Care in a Spanish-American 
Community of Xeu> Mexico, Catholic UnKTnily of America, Anthropological 
Seria 13, Catholic Unhenity of America Press, Washington, 1948. 
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16. When told that an ecUpsewas about to occur, a young Spanish-American 
married woman who was conlined in a Denver hospital during 1953 requested a 
“pass key” to wear during the danger period. 

17. It is easy to understand why the services of a partera might be preferred to 
those of more highly trained physicians and nurses. Parteras arc known to be 
simpatico, or sympathetic, since they are themselves Spanish-speaking and under- 
stand the point of view and ways of thinking and feeling of the mother and her 
family. They are relatively inexpensive as compared svith the costs of Anglo 
medical and hospital care. And they do not require that the patient leave fa- 
miliar surroundings and go among strangers in what m'ght become a period of 
crisis. 

At the time of her study, Sister Mary Lucia found more than 50 parteras 
practicing in Taos County. None lived at Ranchos, but five were available in a 
nearby village and one, who owned an automobile, was able to come from Taos. 
No special qualifications were required for becoming a partera, but the job was 
regarded as a highly responsible one requiring considerable knowledge and a 
willingness to work hard, long hours, and at inconvenient times. Most parteras 
began their profession at a fairly advanced age, after having had much ex- 
perience in bearing children of their own- 

The information available to parteras came mainly from three sources: other 
parteras who were the repository of village knowledge about childbirth; Anglo 
physicians, with some of whom a number of the parteras had a good working re- 
lationship; and the New Mexico State Department of Pubb’c Health, which has 
been seeking in a systematic and organized way to make the midwives more 
proficient. The process of acquiring information about their work is difficult, 
for most of the parteras can read only Spanish or cannot read at all, and have 
reached the age where it is not easy to acquire new kno\vledge. Techniques 
must be memorized and retained in memory for use when needed. 

For a number of years the State Department of Public Health has conducted 
a program for the training and supervision of midwives. The result has been a 
reduction in the number of practicing midwives, an increase in the competence 
of those who remain in the field, and the development of relations between 
physicians and midwives to the point where the latter feci free to refer cases in 
wWch labor is especially difficult or complications arise. 

18. This is a highly generalized account, following the description as given 
by Sister Mary Lucia. Certainly today, and undoubtedly during the time about 
which she was wridng, many local variations of each of these details exist and 
are followed by many families. In childbirth, as in the treatment of many dis- 
eases, the folk medicine of the Spanish-Amcricans is rich in alternative pro- 
cedures. 

19. Anglo physicians advise first of all that women be delivered in hospitals 
rather than homes. However, in northern Nc^v Mexico there are frequently 
many reasons why hospital delivery is dihcr not possible or not preferred by the 
expectant mother and her family. 

20. The catalogue of the Trinidad "laboratory” gives a long list of “yerbas 
and medicinales,” priced at from 85 cents to S3.00, including (using the cata- 
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logue spelling) Raiz dc ImmortaI» Yerba De El Manzo Raiz, Chuchupastc, 
Gobernadora, Alnaeoia, Flor de Mansanilla, PoIcUo, Yerba Buena, Oregano, 
Valeriana, Alumbre, Romero, Gardenias, Yerba Mora, Culiantrillo, and Flor 
de Asufre Mesdeano, as well as syrup of onions, green oil liniment, an eye wash 
made of “el manzo herb," and a preparation advertised as a cockroach chaser. 

21. Samora, Julian, Tht Acevltaration if the SpardthSpiaking PtopU of Fort 
CollinSx Colorado, in Selected Culture Areas, Master’s thesis, Colorado Agricultural 
and Mechanical College, 1947, pp. 120-125. It should perhaps be pointed out 
that there is no problem of ava'dalHUty of Anglo medicM care in Fort Collins. 

22. Thomas, Howard E,, and Florence Taylor, “Medical and Health Care” 
in Migrant Farm Labor in Colorado: A Study of Migratory Families, National 
Child Labor Committee, New York, 1951, ^ap. 4. Inasmuch as these were low- 
income families liwng in rural areas, both die availability and cost of Anglo 
medicine would be linuting factors. 

23. Ibid., p. 55. 

24. Pfew Mtneo Health Coundt Jdews-Letter, November, 1946. 

25. Foster, Geoige M., editor, A Cross-Cultural Analysis of a Technical Aid 
iVofraffl, July 35, 1951, p. 85. 

“The concept of modesty, closely allied to that of morality, is inculcated at an 
early age. Although an entire fat^y may live In a single room, each turns to 
the wall when dressing and undressing. After childhood, individuals never see 
others, even of the same sez, unclothed. Intimacies between the patents do not 
occur until after all others are asleep. The subject of sex is not mentioned be- 
tween husband and wife nor explained to the cWldren. The young people are 
expected to observe life of farm animals and they are known to discuss between 
themselves the immoral conduct of certain villagers, especially those caught la 
the problems of what they conceive to be rapid Anglicization. But on the sur- 
face, modesty and morality are equally to be observ^ at all times. Even the use 
of better dothes and grooming than those of one’s neighbors is considered im- 
modest because it is believed to advertise a girl’s intention ofattractingmervfor 
immoral purposes.” Hawley, Florence, and Donovan Sentcr, “Group-Designed 
Behavior Patterns in Two Acculturating Groups,” Southwestern Journal of An- 
thropology, voL a. Summer, 1946, p. 139. 


Chapter V. BRIDGING THE GAP 


1. Taos and Costilla counties are believed to be fairly typical of the situation 
of rural Spanish-Amcricans. They are no^ however, equally typical with regard 
to the conditions under which rural Merican-Amcricans and Mexicans live. 

2. Longmore, T. Wilson, and Theo L. Vaughan, Taos County Cooperatioe 
lltallh Aswiation, 194^43, Bureau of Agricultut^ E^oomics, U.S. Dept, of 
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Agriculture, Little Rock, Ark., September, 1944, mimeographed. This study 
reports the results of a scries of interviews with about 10 per cent of the first 
year’s membenhip. 

3. Membership fecswerecomputed inaccordance witha complicated formula 
which provided for: (a) a flat annual fee of $32 for nonfarm families; (fa) i per 
cent of annual family income up to Sioo per person per year, plus 3 per cent of 
additional family income; (c) special rates, based on a proportion of family 
rates, for unattached individuals. Only families and individuals whose annual 
income was less than Si,soo were eligible. 

It b perhaps significant that at the end of a year of operation more than a 
third of a sample group of member families interviewed had no knowledge of 
how their fee was determined. Longmore and Vaughan, Op, eit. 

4. For a description of the County and its people see Sinchez, George I., 
FoTgotlen People, University of New Mexico Press, Albuquerque, 19401 aod 
Reid, J. T., Thar, University of New Mexico Press, 1946. 

5. Longmore and Vaughan, Op. eit. 

6. A fairly detailed analysb of the Costilla County Health Association by 
Julian Samora and Lyle Saunders Is included in a forthcoming RusscU Sage 
Foundation book on the social and cultural aspects of public health, edited by 
Benjamin Paul of the Harvard School of Public Health. Mr. Samora was the 
Association’s first president. 

7» The paid-up membership in the Costilla County Health Association by 
years from 1946 to 1952 b given below. 


Year 

Spanbh-American 

Anglo 

Total paid-up 
member families 

1946-1947 

369 

36 

405 

i947-t948 

*39 

48 

287 

1948-1949 

73 

17 

90 

60 

t949-t950 

44 

16 

t95«>-t95t 

*3 

12 

*5 

t95t-i95a 

I 

0 


August, 1952 

0 

0 


Source; Membership records of the Association. 



8. In the summer of 1953 new efforts were being made, with the CM^rauon 
of the State Department of Public Health, the Extension Division of the Uni- 
versity of Colorado, and the University of Colorado Medical School, to work 
out a satisfactory program for meeting the health and medical needs of the Cos- 
tilla County population. 

9. There were undoubtedly many lacton other than cultur^ 

which influenced the outcome of the Taos and Costilla County projects, ilcaim 
programs for low-income rural people anywhere arc difficult to o^mre and 
finance, and the Rcographic location and economic situauon of these ^-o 
counties were such as to make them unpromising at best. But the type of medical 
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make to an improvement of Indi>^ual and collective health in the community, 
and try to make the sum total of their contributions result in an integrated, 
rather than piecemeal, health service to his patients.” Clark, Katharine G., 
Preventive Medicine in Medical Schools: Report of Colorado Springs Conference, 
November, 1 952, published for the Conference as Part q of the Journal of Medical 
Education, vol. q 8, October, 1953, p. 7. 

17. President’s Commission on Migratory Labor, Migratory Labor in American 
Agriculture, Government Printing Office, Washington, 1951, pp. 153-159. 


18. "The Anglo himself is constantly rediscovering that the extended Spanish 
family must be considered in any plans made for or by the individual Manito 
[Spanish-speaking person]. To a people whose opportunities for accumulating 
world goods are so largely limited by their environment, spiritual and psycho- 
logical values may loom larger than to peoples more materialistically blessed. 
. . . Through the delights and securities provided by social and economic co- 
operation within the extended Spanbh family and the village, the poverty- 
stricken present can be eased, forgotten, or even made to appear desirable.” 
Hawley, Florence, and Donovan Senter, “Group-Designed Behavior Patterns 
in Two Acculturating Groups,” Southwestern Journal of Anthropology, vol. 2, Sum- 
mer, 1946, pp. 136-137. ^ ... . 

The importance of the family as a basic soaal institution m Spanish-American 
villages and in Mexico has been emphasized many times. See Johansen, Sigurd, 
“Family Organization in a Spanish-American Culture Area,” Sociology and 
Social Research, vol. 28, 1943, pp. 123-131, Hayner, Norman S., "Notes on the 
Changing Mexican Family,” American Sociological Review, vol. 7, t943> PP- 489“ 
497} Humphrey, Norman D., “The Cultural Background of the Mexican Im- 
migrant,” Rural Sociology, vol. 13, September, 1948, pp. 239-255; Idem, "The 
Changing Structure of the Detroit Mexican Family: An Index of Accultura- 
tion,” American Sociological Review, vol. 9, 1944, pp. 622-626; Mead, Margaret, 
editor. Cultural Patterns and Technical Change, United Nations Educational, 
Scientific, and Cultural Organization, Parb, i953> PP* Walter, Paul 

A., Jr., “The Spanish-Speayng Community in New Mexico,” Sociology and 
Social Research, vol. 24, November-December, 1939, pp. 150-15?; Idem, A Slu^ 
of Isolation and Social Change in Three Spanish-Speahng Villages of New Memo. Ph.D. 
dissertation, Stanford University, 1938- 

The extended family pattern frequenUy breaks down in the urban setting 
before the controls necessary for the successful functioning of the Anglo ^pc 
family are learned. In such cases, medical and related problems are mtensffied. 

In instances where faimly ties have been kept strong, cither because of form- 
nate circumstances, short residence in the city, or extraordinary strength of the 
family relationship, the family can be a powerful factor in resisting some types 
of Anglo medical service. It could als<^ properly used, be an equally powerful 
aid to the persons seeking to give medical assistance. 


19. “One of the most difficult problems facing Anglo physicians in deling 
with the Manitos fSpanish-Americans] is the concept that any disi^ion of the 
functions of the body is striedy taboo on the basis of modesty and is coruider^ 
doubly obscene if given before a third person. As the Manitos customarily take 
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another member of the family wth them when seeing a doctor, their sensitivities 
often are insulted as much by the words of the doctor as by his necessary physical 
exatrunauon. Enraged patients sometimes return home, throw their medicine 
avi-ay, and swear they will never take anything prescribed by these evil persons. 
The bases of such reactions usually arc as little understood by the outraged 
physidan as the phj-sidan’s actions are understood by the modest Manitos.” 
Hawley, Florence, and Donovan Senter, Op. al., p. 139. 

20. Foster, George M., ‘'Relationships Betw-een Theoretical and Applied 
Anthropology: A Public Health Program Analysis,” Human Organization, vol. 1 1, 
Fall, 1952, pp. 5-16. 

21. For an elaboration of this point, see Saunders, Lyle, and Gordon W. 
Helves, “Folk Medidne and Medical Practice,” Journal ej Medical Education, 
vol. 28, September, 1953, pp. 43-46. 


Chapter VI. A V/IDENWG VIEW 


t. One tlgniricant project is the Demonstration Area program now being 
carried on in El Salvador as a cooperative venture of the government of that 
country, the World Health OrganUation, UNESCO, the Fe^ and Agriculture 
Ofganlration, and other International agendes. Its purpose is to work out a 
paiiem for providing medical services and fadUlies in rural areas of Latin 
America and at the same time to serve as a training cenicr for personnel who 
will staff the fadUlies and prosidc services in El Salvador and other countries. 
Of great Interest and signiRcance arc the attempts being made here to foster 
the team concept in the giving of health service and medical care and the ex- 
perimentation with new rdatiooships within the team and new categories of 
auxiliary personnel to serve on it. 

2. It canbeexpected that in thefuturemoreand more attention w*iU be paid to 
the total social and cultural retting as attempts arc made to improve the health 
levels and practices of what may now be ref err e d to as “medically underdevel- 
oped” areas. One impressive evidence of a trend in this direction b the repon, 
edited by Margaret Mead, which vvas prepared by a group from the World 
Federation for hfenta] Health at the request of the United Nations Educational, 
Scientific, and Cultural OrganiiatJon. Addressed to "all those who are Im- 
mediately concerned, at any levrL svith purposiv'c technological change” the 
report. Cultural Fatterrj and Teehnicat Change, includes brief reports on five wliolc 
cuUuttS, analyses of the tyqxs of problems Uiat may be encountered in attempts 
to introduce tcehnologicail change in agriculture, nutrition, maternal and child 
care, public health, industry, or education, and a ttatement of the principles In- 
\-olved In dcseloping and prcseisarg mental health during the period In which 
change u introduced. 
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Significant, too, is the action of the Institute of Inter-American Affairs which 
in the past fe\v years has been utilizing the knowledge and techniques of cul- 
tural anthropologists in an effort to improve the effectiveness of their technical 
aid programs in the field of health. Some of the findings of this group of anthro- 
pologists are available in Foster, George M., editor, A Cross-Cultural Analysis of a 
Technical Aid Program, Smithsonian Institution, Washington, July 25, 1951, 
mimeographed; Foster, George M-, “Relationships Between Theoretical and 
Applied Anthropology: A Public Health Program Analysb,” Human Organiza- 
tion, vo\. ti,Fall, 195a, pp.5-16; and in the article by Foster in which the fol- 
lowing recommendations were made to the Institute: 

“Knowledge of the people is just as important in many aspects of a public 
health program as is knowledge of medical service. It is therefore recommended 
that, in Institute of Inter-American Affairs’ program plamung, provision be 
made for systematic research into the form and content of the cultures of each 
country in which work is carried out. Such research should include anthro- 
pological, sociological, psychological, and economic studies. It is fiirther recom- 
mended that the information so obtained be utilized in planning and operation 
of Serncio projects, both to determine the economic and social potential of a 
country which seta absolute limits on the changes which can be brought about, 
and for the purpose of reducing to the lowest possible level cultural faarriew to 
getieral acceptance of public health programs.” “Use of Anthropologi^ 
Methods and DaU in Planning and Operation,” Puilic Health Reports, vol. 68, 
September, 1953, pp. 841-857. 


3. An Uluminating and helpful analysis of the kini of adaptations practi- 
tioners of scientific medicine must make if their techniques and services are to 
be acceptable to people of other cultures is that by Richard N. Adam in a re- 
port on the medical beliefs and practices of a town in Guatemala. Adam says, 
in part: “In dealing with the problem of making acccpUble the use of the new 
drugs and other types of cures, there are a number of steps which can be taken. 
First, a compromise must be made benvecn the local pracuces and those of a 
doctor. From the Magdalcno’s point of view, a new drug, technique, or care is 
reasonably acceptable if he can undenitand how it is going to work to ^t at the 

causesortheailmeiit.Hewmbeniuchoioieptonetogiveitaclianceifhc thnta 

it may be effective. Also, if there is some unfoi^ate reaction, mch “ » 

vomiting np the pills adminbtered, he will be likely to blame the “ 

the recaWtrant nature of the illness rather than on the pills, 

point of view. It will be necessary to do a number of dunp. As 

earlier, he mmt make every effort lo be sum that the speeifie mmedy he “oo 

mends will have some degree of success. He must make it clear “ 

remedy that this remedy has a deBuile name and thaMt is ^od 

types of ailments. He must point out that it iMy not be go^for 

and that it might actually be harmful in certain sit^m. Tto "^0^ 

since the taking of hot herbs is bad for hornet but good for 

must make a Li attempt to understand the astern of ™ 

underlines the beliefs concerning the causes of ailmen . . . ’ . ^ recent 

to talk with every patient to end out what things they 

past which might be interpreted in these terms and might be at the back of the 
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patient’s mind as the real cause of the illness. He must then strike a mean some- 
where between the patient’s explanation of the illness and his own diagnosis, 
and explain the effectiveness of the remedy in terms which -will make sense to 
the patient. If there is too great a discrepancy bctw'een his scientific explanation 
and the patient’s conditional explanation, he must, at least for the present, let 
the scient'^c explanation go, and interpret the cause and cure in terms which 
the patient can understand. He must get to know his patients, if possible, so 
that he can judge which persons can understand explanations of a more scientific 
nature and which may have to be pven explanations in strictly traditional terms. 
It will be easier for the medical man to do this if he realizes that the cures used 
at the present in Magdalena, as those of the ancient Maya, are reasonably ar- 
rived at. . . . If we realize that the contemporary Magdalena system of ex- 
planation and curing is, for the most part, a highly rational and to some degree 
pragmatic system and that divergencies from this rationalism arc no more 
frequent than among laymen in our ovfn society, perhaps the doctor will be a 
little less reluctant to make an attempt to understand and utilize the local 
practices and beliefs instead of refuting them and fighting them. It ought to be 
added that while theories and studies of medicine may be scientific, a great deal 
of the practice of scientific medicine involves psychological sensitivity on the 
part of the doctor. In our sodety, it may be permissible to give a pink sugar pill 
to an aged spinster since the doctor probably understands the psychology of this 
person well enough to know that itwill at least do her some good psychologically; 
the same does not follow in the treatment of Magdalefios, however, because at 
present there are very few doctors who underswnd the psychology of the Mag- 
dalefio well enough to recognize what the equivalent of the pink sugar pill may 
be. To theMagdaleoo there b no “cure-all.” An Illness b a specific thing caused 
by a specific sec of conditions and curable by remedies which have specific 
qualities to affect those conditions.” Adams, Richard N., An Analysis 0/ Medical 
Biliefs and Practices in a Guatemalan Indian Town, Pan American Sanitary Bureau, 
Guatemala, April, 1953, mimeographed. (Spanbh edition pubibhed by the 
Institute Indigenista Nacional de Guatemala, 1952.) 

4. “The time has long since passed when the medical lore, the leechcraft, of 
bolated peoples could be classified with the quaint and queer in the album of 
medical curiosities. Nor b it sufficient to record the bare detaib of that lore, as is 
almost invariably done in present-day hbtorics of medicine. Medicine b a social 
phenomenon, and the raticide of any people can only be cfTcctivcly under- 
stood as such. For thb reason, it b necessary to gain an understanding of the 
sodety as a whole if its medical knowledge and practice are to be understood in 
their full significance— if, indeed, that knmvicdge and practice are to be under- 
stood at all. Thb b particularly the case in isolated societies, in which medicine 
b much more closely integrated with the institutions and belicb of the sodety as 
a whole than it b in the diversified structures of Western societies. . , .” 
Ashley-Montagu, Francb, J^'ew England Journal oj Medicine, vol. 235, July 1 1, 
1946, pp. 43 - 49 - 

5. Sec Clark, Katharine G., Piecaitice Medicine in Medical Schools: Report of 
Colorado Springs Conference, November, 1952, pubibhed for the Conference as 
Part 2 of the Journal oJ Medical £fiicafton,vol.s8, October, 1953. With respect 
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to professional education the Report states on page 27; "College students pre- 
paring for a future of work with people nnist have a knowledge of people, both 
as biological and social organisms. Thus, as is becoming increasingly recognized, 
along with courses in sciences and mathematics, education in the humanities 
and in the social and behavioral sdeoccs Is extremely valuable.” 

6. The plan for the Institutes b discussed by Dr. George Packer Berry, dean 
of the Harvard Medical School, in hb presidential address to the November, 
1 952, meeting of the Association of American Medical Colleges. Dean Berry s 
address was published in the Jtnaiud of Medical Education, vol. 28, March, i 953 » 
pp. 17-42. One brief quotation from pages 32-33 will perhaps serve to under- 
score the point that there is a trend in medical education and medical programs 
toward enlisting the collaborative efforts of social scientists: "No one can 
seriously challenge the value of the contributions that natural science has made 
to clinical medicine. It b also important to appreciate Aat significant new 
avenues to understanding man are being opened up rapidly by psyc 0 opr, 
anthropology, and other of the social sciences. To say thb does not imply that 
any of the old ways of characterizing man are losing their va ue quite ^ e 
opposite! It means, rather, that students should have a better chance to view 
the patient in broader perspective, taking into account 
community setting. Man shaU not live by bread alone-the orthodox b^ic 
medical sciences, though more and more important, are less and less 
story.” (Italics in original.) 

V. For an appreciation of the extent of that literature and annotated rrference 
to specific tides, see Rosenfeld, Leonard S., Beatrice Crowtier, and Ma^a D. 
Ring, Sttial and FrnMm Madicin: Content and Technicti Methods, 
of Public Health Methods, U.S. PubUc Health Service. Washington, Septem- 

*”!ndiiti™ Mo°,^f tte fnereasing intetrelatiom “f 

arc the inclusion in the QaarM:, Inda Mtdt^ oS such headings » 

social conditions, sociology, economics, prinutivc me ra , .ocial 

of medicine, and the fanlly; the growing nnmto 

scientists a, Bernhard Stem, Osivald Hail, ^ Maegregor, Mark 


jamin Paul, Talcott Parsons, Margaret 


iborowski, and otners on various w-tu-vJ of medu^ care 
numerous projects listed in the annua! reacts o onraLzations- and' 

Commonwealth Fond, the Kellogg Foundation, and 
the recent creation by the Social Science Resc^ Conned “f 
Psychiatry and Social Science, and Prevenuve Medicine and Social Saencc. 

8. A new cnrricnlnm is being niganiaed at Y^e whi* “ 

doctoral candidates in social science an opportunity to work in some 
medicine during their training penod. 

g. •■Altiiough no a«-P' ."“jtti™Tiftiea?th"at 

should be prerequbite to medical educaUon, ni infm-mation but should 

physical scbnc« should give the student not only JlS in^^the- 

emphasize the methods of approach to prob ems i . methodology; 

matics should lead toward hb undentandmg of quanUUUve metnoao ogy. 
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courtes in psychology should lay the groundwork for his appreciation of human 
behavior in individual, and its variaHlity; courses in the humanities should 
sharpen his appreciation of man as a creadvc, reasoning and cmoUonal being; 
courses in history, sociology, and economics should give him an understanding 
of man’s relation to society and the institutions society has evolved.” Clark, 
Katharine G., Op. cit., pp. 27-28. 

10. A detailed discussion of this question will be found in Preventive Medicine 
in Medical Schools: Report of Colorado Springs Conference, November, 1952. 

11. See Blackwell, Gordon W., “Bchaworal Science and Health,” Social 
Forces, vo\. 32, December, I953,pp.2ii-2i5- 

12. For a somewhat similar listing and discussion of preconceptions of types 
of bias that interfere with an objective evaluation of the responses of cultur^y 
different people to public health programs, sec Paul, Benjamin D., “Respect for 
Cultural Differences,” Communitj DeoelopmerU Bulletin, vol. 4, June, 1953, pp- 
42-47. Dr. Paul centers his discussion in the meanings and assumptions that 
underlie the use of such terms as backwardness, superstition, customs, education, 
and apathy. 

13. For a more detailed discussion of this bias than can be ^ven here, sec 
Dunham, Barrows, Man Against Myth, Little, Brown and Co., Boston, 1948, pp. 
31-56; Lippmann, Walter, Public Opinion, Macmillan Co., New York, 1936, 
particularly pp. 121-126; and Paris, Ellsworth, The Mature <if Human Hature, 
McGraw-Hill Book Co., New York, 1937. 

14. This point is developed at some length in Lippmann, Walter, Op. cit., 
pp. 3-32; and Davis, Kingsley, HjiraanSoriely, Macmillan Co., New York, 1949, 
pp. 128-133. 

15. “It should be constantly borne in mind in cross-cultural situations that 
the cultures in which we grow up predispose us to certain views and values. We 
come to another culture with preconceptions about what is good and what is 
rational or sensible which do not hold good universally and these preconcep- 
tions may result in great tusunderstanding. Setting aside those preconceptions, 
especially in the highly developed fields of technical specialism and adminis- 
trative management in our culture, u one of the most difficult, as well as most 
necessary, disciplines in any work that goes on across cultural boundaries.” 
Spicer, Edward H., editor. Human PtoMmu in Ttehnohgieal Change, Russell Sage 
Foundation, New York, 1 952, pp. 291-292. Sec also in this work “Introduction 
by the Editor,” pp. 13-20 and “^nceptual Tools for Solving Human Prob- 
lems,” pp. 283-294. 

16. “The permissible and expected behaviors of the physician in our society 
have little meaning in the Guatemalan Indian culture. Premises of thinking, 
beliefs concerning curing, actios pattems involved in curing and in gaining 
rapport, the patient-doctor relationship, and the general content of the phy- 
sician’s behavior arc ambiguous in the Indian context. In order to make ad- 
justments for this situation we need not only study the culture of the Indian; 
we must also have more «>-sWraatic knowledge about the medical subculture 
from which the doctors, nunes, and other penonnd come. It is not merely that 
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Indians are different, but that doctors and In d ia n s are different. Coordination 
and integration of medical practice requires more than impressionistic knowl- 
edge of both sides of the meeting ground.** Adams, Richard N., “Notes on the 
Application of Anthropology,** Httman Orgsmiation^ vol. 12, Summer, 1953» 
pp. 10-14. 

17. An illustrative case in the field of public health is the account of on at- 
tempt to establish a stable water supply in the Viru Valley of Peru. See Spicer, 
Edward H., editor, Op. cit.. Case 7, pp. 113-123. 

18. The operation of this bias is illustrated by the case of a wotnan who came 
to the outpatient dime of a pubUc hospital in a southwestern aty for the cx^- 
nalion and diagnosis of a small lump that had appear^ on her breast, 
young physidan whom she consulted bluntly told her, after just a ew mnu cs 
external examination, that she had cancer and must be operated upon 

ately. She demurred; he insisted. RnaUy, after some 
woman was told, “If you won’t have an operation there is nothingwc 
you.” Indudlng the time spent in tvaiting to 5 K the had 

spent approximately forty minutes in the clime. Yet in tha nc ,.11 

teen examined, informed that she had a very senou. d.^ ^““Sin 

commanded to submit immedistely to a dangerous and .®. ^ . ’ 

Also, in the twenty minutes or so that he spent wslh her, th p > , . 

hausted all of his medical resources except one. and ttet one ’ 

coldly impersonal tale-iMr-leave-it manner. Obviously, here was no concern 
with anything but the disease. , , . , » . r^m the 

An exeelleL discussion of the possible rfects of diu 
point of view of a physician, is “PaUent Relauons,’ in TnsMn, ^ 

n WiBiams and Wilkins Co., Mumore, IDS'. 

Ginsbuig, Elhel L. P»J/.'c f/re/rt * r<¥'. '^“’r ^eiwd* Puirf 

■ 950; aifd Robinson, G. Canby, Th. or o Pmrs. Commonweshh Fund, 

.9. Sdeglits, Edward J,. -Ihe 

in Social MtJiciru: Its DenvaUons and Objccuves, edited by 6 
Commoni>*e3ltii Fund, 1949' PP* ®7~®®* 
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DEMOGRAPHIC CHARACTERISTICS OF 
THE SPANISH-SPEAKING POPULATION 
OF THE SOUTHWEST 


It is very difficult to say with certainty how many Spanish-speaking 
people there are in the Southwest or in what ways they are like or dif- 
ferent from the general population. Census tabulations, until recently, 
have been somewhat unsatisfactory, and the few studies undertaken 
either have been concerned with only small portions of the total 
ish'Speaking population, or have represented little more than 
well-informed guesses as to the numbers and characteristics of t 
population group. i. u j 

Much of the lack of adequate demographic information has been due 
to the difficulty of finding any accurate and usable critenon by which 
the Spanish-speaking people could easily be distmgu^ed from the 
general population. Various criteria have been used at difierent 
place of birth, mother tongue, surname— but none has been found to he 
entirely satisfactory and the change from one to another has made com- 
parison between reports difficult. . , 

The first attempt by the Bureau of the Census to make available 
separate information about the whole Spanish-spe^ing populahon 

came in 1930 when a special category of "Mexicans 

instructions given to enumerators were that t ey s ou 
Mexicans "all persons born in Mexico, or having paren 
Mexico, who were not definitely white, Negro, n tan, ’ „ 

Japanese.” Aside from the confusion of racial and 
and the fact that a high proportion of all 

likely to have some Indian ancestry, the prmc.pal ^ ™ 

definition lay in its exclusion of the ^?“P 

Spanish-speaking persons who, although not Iron, m 
or having paren's born there, were nevertheless the 
speaking dLendants of peisons who had come "’C 8°“''’"“ ^ 
way of Mexico and wero definitely a par. of cuhurolly dnn^ 
Spanish-speaking population. In New Mexico, nnlv' 61 nfio 

Spanish-Ameriefns have lived for nnmy general, ons 
"Metdeans" were enumerated under tins defimtton at a tune when 
285 
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was a matter of common knowledge that about half the population of 
the state, approximately 200,000 persons, were natively Spanish- 
speaking. Similar underenumcration of the Spanish-speaking group 
was undoubtedly made in Colorado, and to a somewhat lesser extent 
in Arizona, Texas, and California. The resulting count showed a 


TABLE 1. WHITE SPANISH-SPEAKING POPULATION OF FIVE SOUTH- 
WESTERN STATES: NUMBER AND PROPORTION OF TOTAL 
POPULATION, mo AND 1950 


1940 



White population of 
Spanish mother tongue 

State 

population 

Numba* 

Per cent 
of total 

Arizona 

499.a6i 

101,880 

S0.4 

California 


416,140 

6.0 

Colorado 


92.540 

8.2 

New Mexico 

53»,8 i 8 

931,740 

41.7 

Texas 

6,414,824 

735,440 

tl.5 

Total 

15.476,586 

1,570.740 

lO.l 

1950 




State 

Total 

population 


Number^ 

Per cent 
of total 


Arizona 

749.587 

138,318 


California 

10,486.232 

780,453 

7.2 

Colorado 

». 325.089 

118,131 

8.9 

New Mexico 

681,167 

346,880 


Texas 

7.7«t.iw 

1.033,768 

13-4 

Total 

31,033,380 

2,389,550 

10.9 

Per cent iooease, 1940 lo 1950 

36.0 

45-8 

- 


•Eitinjata based oospercent sample. i94o,ScriesP-i5,No. lo. 
'Cmnu tj Popalaiiim: 1950, Vol. 4, SpteiiJ R/porti, Part 3, Ciapier C. 


“Mexican” population in the five southwestern slates of only 1,330,820 
persons, or 9.9 per cent of the total population of these states. 

In its 1940 tabulations the Bureau of the Census dropped the category 
“Mexicans,”* except to designate foreign-bom persons actually natives 

* In the tabubtioni of the 1930 Census the cat«^ry "Mexicans” was classified as 
nonwhite. The resulting; critiemm and protests, from individuaU and organizations 
both within the United Sutes and in Latin America, were undoubtedly a factor in 
the decision to drop this category lo the 1940 Census. 
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of Mexico, and attempted to determine the size of the Spanish-speaking 
group by asking a 5 per cent sample of those enumerated the question; 
What was the principal language, other than English, spoken in your 
home during your childhood? From the answers to this question an 
estimate was made of the number of Spanish-speaking people in the 
states and large cities, but the sample was too small to permit estimates 
for counties, small cities, or rural areas, or to justify separate tabulations 
of the characteristics of the Spanish-speaking population. The total 
white population of Spanish mother tongue was estimated at 1,861,400 
persons, of whom 1,570,740 lived in the five southwestern states, making 
op lo.i per cent of their population, as shown in Table 1 on the 
opposite page. . . , 

In 1950 the Bureau of the Census again changed its criterion ana 
made a count of the Spanish-speaking people of the Southwest on the 
basis of their surnames. Family name, as a criterion for ddimiting tnc 
Spanish-speaking group, had been used by a number 
prior to 19501 and had been found to be fairly satisfactory although, like 
all single criteria, it probably tends to imderenuroerate the gro^. 
Tabulations of the 1950 Census show a total of 2,289,550 P®”* . 

persons (lo.g per cent of the total population) in the five sou 
states. Examination of the list of names used by the Bureau of the 
Census for this purpose, however, shows that a he 

mon to the Spanish-speaking group were not included, s 

Spanish-speaking population of Texas made in 1948 y > P j. , 

investigators’ using different methods tended to of the 

totals than those of the Census of 1950- H b nl’O “ni*’!'')' ,Xr 
counts or estimates that have been made adequat y a times 

large wetback populadon of the Southwest, which may m 

‘ Sinchez, George I., Forgotten People, UnlveRity ” Southwestern 

querque. .940; MLuel. H. T.. ’’Tht 

fond Science Q^rterly, June, 1934 ! ^yi^jSsp^nihSpeuking Popuh. 

UmvOTity of Texas ftess, Austin, 1944; Saundcrt, L'^ F ^ ^usociates, The 

txon oj Texas, Univenity of Texas Press. 1949 : ^^torographed. 

^l^n Amerxcan Population in Texas, Austin, January, ^ fo/L,tinguishing the 

A discussion of the use of Spanbh lurnaroeM am satisfactory 

Spanuh-speaking population andoftheextmt to wh Bureau of the Census, 

^ have been used -a* “JJ f Stcr C, Persons of 

Cauus of Population: 1950. Vol. 4-6. 

^pMuk Sunume, Government Printing Oflic^ 'tumames and were ihu* 

Many Spanish-speaking persons ot not have S^n nfownsvUlc, Texas, for 
not counted in the special tabulations. An homes of 

found that Spanish was the P"'^Si“^^®.“hnson, and Shanahan. 

'^th such names as Mirte, Strong. B 4 erv'^*'y^;e(,ra?the^e the Ce^ "'f* 
pother source of underenumeration is the Urt “W annually migrate in 

•earch of agricultural work were on the road or wo s rtt, nt 
* Saunders, Lyle, Op. cil.; Belden, Joe D., and associates, P- 
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a very high proportion must have been Spanish-speaking. Relatively 
few of this group, ho^vever, remained in the United States for any ex- 
tended time. The great majority were persons who live in border cities 
and pass back and forth across the border daily. About 4,000 repre- 
sented legal immigrants; some 28,000 were nonimmigrant officials, 

TABLE 3. CONCENTRATION OF WHITE SPANISH-SURNAME POPU- 
LATION IN COUNTIES OF FIVE SOUTHWESTERN STATES, 
1950 


7. CounlUt DislribuUd by dumber of Whitt Spanish~Sumatne Population 


Number of while 
Spanish-sumame 
population in 
county 

Number of counties having specified niunber of white 
Spanish^sumame population 

Arizona 

California 

Colorado New Mexico 

Texas 

Total 

Under too 

_ 

6 

99 

_ 



100 to 9,999 

10 

34 

38 

*4 


970 

10,000 to 94,999 

9 

It 

3 

7 

9 

32 

95,000 to 49,999 

9 

6 

— 

I 

2 

tt 

50,000 to 74,999 


— 


— 

I 

t 

y,ooo to 99,999 

— 




3 

a 

Over 100,000 

“ 




s 

S 

Total counties 

‘4 

58 

63 

59 

»54 

4*1 


2. Couniitt DUtribuUd by Proportion oj WkiU SpaniskSurruoru Population 

Per cent of white Number of counties having specified proportion of white 
Spaoish-sumame Spanbh-suiname population 


county 

Arizona 

California 

Colorado New Mexico 

Texas 

Total 

Under 5 

- 

3a 

34 

2 

*44 

312 

5 to 94 

TO 

94 

32 

9 

03 

198 

as to 49 

3 

I 

3 

5 

I 

ri 

6 

U 

IS 

75*089 

- 

— 

» 

4 

4 

9 

90 to too 

~ 

~ 

” 

~ 

1 


Total counties 

*4 

58 

83 

3* 

*54 

421 


visitors, or students; about 100,000 were legally admitted agricultural 
workers.* A much larger source of increase for the Spanish-speaking 
population of the Southwest is the undetermined number of illegal 
migrants who cross the border mainly to seek employment in the 
United States. More than a million of these illegal entrants were ap- 
prehended by the Border Patrol in the nvo-ycar period ended June 

» UB Dept- of Juitice, Avtual Rrport oJ Iho Immfgraiion ard h'atvetizaUon Snrict 
fit tfu Pistol ftor EnJrJJuntj^, t^r, PP- *4 ■nd a?, and Tables 13 and 75, inimet>. 
graphed. 
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Appendix B 


A NOTE ON WITCHES AND 
WITCHCRAFT 


The belief in some form of witchc3iaft has been widespread in the 
culture of the Spanish-Americans and many writers have mentioned it. 
However, it is difficult to make an accurate assessment of the extent to 
which the belief persists, for individual Spanish-Americans are under- 
standably reluctant to discuss the matter with persons whom they do 
not know well. Furthermore, there is a reluctance to admit belief in 
witchcraft which seems to develop during the acculturative process, 
so that, on the whole, younger Spanish-Americans and those most 
nearly acculturated deny any acceptance of the concept. Many know 
about it, however, and can name other persons who they think continue 
to believe. A school teacher in a southern Colorado town, who has dis- 
cussed the matter with his students, feels that about 5 per cent of them 
and about a quarter of the adults in his community hold some form of 
belief in the powers of brujas (witches). His grandmother, now nearly a 
hundred years old, is a strong believer. 

^ The vitality of a belief in witches is seen in stories that crop up from 
Ume to time in newspapers of the Southwest. One such story, sent out 
by United Press under a Phoenix dateline September 18, 1952, reports 
the arrest of an Arizona rancher who shot a woman because she was a 
witch and had put a curse on his wife that blinded her. The rancher 
was tooted as saying, “She sprinkled powder on my wife back in 1942 
and she started going blind. Doctors, healers, and all the others couldn’t 
e p er. I spent a lot of money and traveled many miles trying to get 
her cured, but she just got worse. There was no cure but this.” 

any people in the San Luis Valley of southern Colorado know of a 
recent case m which one man was accused of bewitching another. Legal 
ac ion was threatened, the hrujo apparently capitulated, and the case 
was se c out of court. Time magazine in 1946 reported the instance 
o a awsuit brought against a Spanbh-speaking bruja of Denver by 
inrcc clients who had paid her S24 for a bewitchment, S40 for a stomach 
remc Yj an 540 for a love potion, none of which produced the promised 
result, borne years earlier a case came to trial in Mora, Ne\v Mexico, 
in which a woman charged that her husband had changed himself into 
a rog so t at he could get into a closed house, and then had resumed 
his normal form and had beaten her. 
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In Spanish-American villages the belief in witches and witchcraft has 
persisted in relatively unchanged form for more than three hundred 
years. Witches are credited with the powers of transporting themselves 
through the air, changing their form, influencing the emotions of 
people, and causing sickness and death. They work by casting spells, by 
preparing and administering potions, by polluting air, by poisoning 
food, and by the use of imitative magic in which control over a person 
IS attained through the preparation and manipulation of an image. 
They are thought to be effective and are therefore feared, and the belief 
in their powers forms the basis for a pervasive anxiety throughout much 
of the area where Spanish-Americans are concentrated and provides 
professional opportunities for albolarias and curanderas, who are con- 
sulted for both physical and psychological ailments thought to result 
from witchcraft. 

A Spanish-speaking interviewer, working in the San Luis Valley of 
Colorado in. the summer of 1952, was able easily to find a number of 
stories of witchcraft and its treatment in that area. The death of an old 
man from cancer and an unhealed sore on the nose of his wife were 
widely believed to have resulted from a bewitchment, A candidate for 
county office lost a daughter several years before as a result of the 
activities of a witch. The daughter became ill after eating a piece of 
bread given her by a woman she was visiting. Physicians were consulted, 
so the story is told, but could do nothing to help. The girl was hospital- 
ized but without result. She was then taken to an olbolaria in northern 
Colorado, but by that time she was too far gone for him to help her and 
she eventually died. Another girl who was mbrujado, or bewitched, be- 
came paralyzed. She, also, was taken to various doctors and to a hospi- 
tal, but without any noticeable improvement in her condition. Finally 
she was taken to a medico, who was able to overcome the magic of the 
witch, and the girl recovered. The wife of a southern Colorado man was 
tmbrujado by another woman who had wanted to marry the man herself. 
The wife came under the influence of the bruja through accepting and 
eating some candy the brvja gave her. Shortly thereafter she began to 
experience severe headaches and a constant fever. Doctors were unable 
Co diagnose her froub/e or to re/ievc her, and she died about se^vn 
months after her marriage. A New Mexican man fell ill and went to see 
a medico in Santa Fe. She told him he was mbrujado and that he should 
go home and look for a moniio (a doll in his image) behind the toUet. He 
followed her instructions and found one buried a few feet behind the 
privy. He destroyed the momlo and was cured. 

Stories such as these, which arc told and accepted throughout the 
Southwest, are evidence of the vitality of the witchcraft tradition. Fre- 
quently included in these stories is an account of the sick penon’s con- 
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suiting one or more physicians without success. An albolaria, a medica, a 
cmandera is expected to recognize the symptoms of witchcraft and to be 
skilled in treating illnesses that result from being emhujodo: Such cures 
as are effected are frequently attributed to their help or advice. A 
physician, particularly an Anglo, is not expected to know anything 
about treating wtchcraft illnesses, and even though cases may be taken 
to him because of uncertain etiology or a desperate willingness to try 
anything, there is no great expectation that his treatment will be effec- 
tive. If the condition, thought to be caused by witches, is actually 
physiological in origin, his treatment may result in relief or cure. Credit 
for the improvement, however, is likely to be given, not to the methods 
of the doctor, but to supplementary treatment procedures which the 
patient was undergoing at the same time. If there are psychological 
factors underljdng the appearance of the illness symptoms, treatment 
directed solely toward the physical symptoms has little chance of giving 
either relief or cure. 

Important elements in the treatment of persons who believe them- 
selves to be mbrujado are acceptance of their statement of the cause of 
their illness and the instituting of a course of therapy which is not in- 
congruous with their frame of reference. The successful albolaria who 
achieves a reputation for curing bewitched persons does so, to a con- 
siderable extent, because she uses procedures which fit into the frame- 
work of assumptions that the patient brings to the treatment relation- 
ship. The patient believes that lus condition has been caused by a 
witch; he also believes that the techniques of the albolaria can give him 
protection against the source of his trouble. That the techniques often 
give such protection in the form of relief from the troubling symptoms 
is not surprising in the light of what k known in scientific medicine 
about psychosomatic conditions and their treatment. 

As Donovan Senter has pointed out,' folk practitioners treating pa- 
tients who have been embrujada utilize an approach and procedures very 
similar to those familiar to psychiatrists. In both the folk and scientific 
frames of reference, the illness k seen as a function of the maladjustment 
of the individual to some aspect of hk environment. The principal 
difference U that the folk practitioner recograzes one aspect of the en- 
vironment— the witch— which the scientific practitioner ignores. Where 
the psychiatrist k forced, by his conceptual scheme, to bring about an 
a^va^encss in the patient of the source of the latter’s troubles in terms of 
such abstractions as frustration, inhibition, anxiety, and repression, the 
albolaria can more easily accomplkh her purpose by making the con- 
crete, tangible person of the witch the focal source of the trouble and 

* Senter, Donovan, “Witches and I^hiatriits," P^hiatrjr, Journal of the Biology 
and Pathology of Interpersonal Relations, vol, lo, February, 1947, pp. 49-56. 
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the equally tangible momlo or other magic device the mechanism 
ough which the damage is done. Thus, by destroying the monilo or 
oy beginning some protective procedures, she can break the link be- 
tween the patient and the source of his illness or provide a type of 
psychic immunization which acts as a barrier to the harmful influence 
of the witch. 

In treating a person who has been embrujado, the good albolaria does 
not Ignore the possibility of other types of causation. The physical con- 
ition, the emotional state, and the social relationships of the patient 
are all taken into account in planning the course of treatment, and 
types of therapeutic procedures applicable to all three may 
be utilized in a single case. Senter^ cites the case of a wife who developed 
eczema when she began to suspect that her husband was paying atten- 
tion to another woman. An albolarto carefully assessed the situation 
from the standpoint of the social relationships involved, the physical 
condition of the wife, and the possible mental state of the husband. He 
made a diagnosis of witchcraft, deriving from the other woman, which 
had caused skin disease in the wife and was soon to bring about an ill- 
ness in the husband. The treatment consisted in providing the husband 
with a charm to protect him against the witch and the wife with a 
number of remedies which included: a packet of herbs that would en- 
sure her husband’s afiections; advice about the techniques of coquetry 
and love-making to make her more attractive to her husband; a stand- 
ard ointment preparation for her skin; and a tonic of vitamin B and 
iron to make her feel better. The treatment resulted in a revival of the 
husband’s interest in his wife, the breaking of his relationship with the 
other woman, and a clearing up of the wife’s skin condition, which, 
taken together, represent probably as good an outcome as might be 
expected under any circumstances. 

*/*»</.. pp. 53-54. 
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